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INTRODUCTION 
Adolescence is a period of transition between childhood to adulthood that 
involves biological, cognitive, and socio-emotional changes. A key task of 
adolescents is preparation for adulthood. Indeed the future of any culture hinges on 
how effective this preparation is (Larson, Wilson, Brown, Furstemberg & Verma, 
2002). Broadly, it covers three stages namely, early adolescence (11-14 years), 
middle adolescence (14-17 years), and late adolescence (17-20 years). For the 
young adolescents, problems seem more numerous which centers around physical 
appearance and health, social relationsliip in the home, relationship of the member 
of opposite sex, school, work, plan for future etc. (Abel and Gingles, 1965). 
Problems about the future are most serious to boys, while girls are more concerned 
about parent-child relationships and social problems. All these problems are 
sources of stresses, however, if not handle properly by the adolescents and can 
leads to depression. 
Depression is one of the serious mental health issue. Studies have indicated 
that depression in adolescent affects approximately 30-40% of the adolescent 
population. It has been observed that depression affects nearly to 20% of all 
women 10% of men and 5% of all adolescent worldwide. Depression affects entire 
body thoughts, behavior, feeling, and physical energy (Bhatia and Bhatia, 1999). 
Moreover, a healthy family climate helps youth to deal effectively with all the 
problems that take confront related to different areas of Me. The family is the first 
to affect individual as it gives to the child his first experience of living. It is a 
source of positive relationship ajid unique bonds among members as it plays a 
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central role in the emotional and cognitive development in human beings. As 
adolescent is most vulnerable age for development and is like an emotional 
minefield when parental care, skills and a balanced monitoring is needed for 
effective psychological adjustment. A unliealthy family climate gives rise to many 
problems like depression. 
Another important variable along with family climate that influences on 
psychological adjustment and more specifically on depression among adolescence 
is the factor of self-efficacy. It plays central role in coping with stress, anxiety and 
depression effectively. Jerusalem and Mittag (1997) found that person with high 
self-efficacy showed better adjustment whereas those having low personal efficacy 
beliefs with weak social resources were the most vulnerable to emotional distress 
and ill health and achieved lower level of adaptation. Thus perceived coping self-
efficacy regulates avoidance behavior as well as anxiety arousal. The stronger the 
sense of self-efficacy the bolder are the people in taking and taxing and threatening 
activities. Also a low sense of self-efficacy provides depression. A low sense of 
efficacy to exercise control produces depression as well as anxiety. It does so in 
several different ways. One route to depression is through unfilled aspiration. 
People who impose on themselves standards of self worth they judge they cannot 
attain drive themselves to bouts of depression. A second efficacy route to 
depression is through a low sense of social efficacy. People who judge themselves 
to be socially efficacious seek out and cultivate social relationship that provide 
models on how to manage difficult situations, cushion the adverse effects of 
chronic stressors and bring satisfaction to people's lives. Perceived social 
inefficacy to develop satisfying and supportive relationships increases vulnerability 
to depression through social isolation. Much human depression is cognitively 
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generated by dejecting ruminative thought. A low sense of efficacy to exercise 
control over ruminative thought also contributes to the occurrence, duration and 
recurrence of depressive episodes. 
Moreover, a family provides experiences that also influences children's 
self-efficacy and helps them to interact effectively. Parents who provide a warm, 
responsive and supportive home environment, encourage exploration and stimulate 
curiosity, and provides play and learning materials accelerate their children's 
intellectual development (Meece, 1997). According to Bandura (1997) Parents also 
are key providers of self-efficacy information. Parents who arrange for varied 
mastery experiences, develop more efficacious youngsters than do parents who 
arrange fewer opportunities. Such experiences occur in homes enriched with 
activities and in which children have freedom to explore. 
Therefore, keeping the importance of family climate and self-efficacy in 
mind the present study has focused on to examine the combined relationship of 
family environment and self-efficacy. 
This study also tried to explore the gender differences and professional and 
non-professional group differences with regard to association of family 
environment and self-efficacy with depression. 
1.1 DEPRESSION 
In the present world of worry and tension every now and then we hear 
about the people suffering from depression. The prevalence of depression is 
increasing day by day. The symptom of depression has been identified even among 
children. 
Depression in adolescence has become a subject of considerable research 
over the last few decades. The spectrum of the disease can range from simple 
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sadness to major depressive disorder. Major depressive disorder frequently goes 
unrecognized leading to considerable morbidity and mortality. Hence there is a 
need to recognize its prevalence so that measures can be taken to curtail and 
prevent it. The clinical features of adolescent depression are similar to those of 
adult depression apart from the fact melancholic and psychomotor disturbances 
being rare in depressed adolescents. Various risk factors have been linked to 
depression in adolescents, comprising of social factors, family environment, 
personality type, and genetic factors along with stressful life events, which 
converge to varying extents to give rise to depression. 
The term depression is used in everyday language to describe a range of 
experiences from a slightly noticeable and temporary mood decrease to a 
profoundly impairing and even life threatening disorder. "A depression is a state of 
mind, or more specifically, a mental disorder, characterized by lowering of the 
individual's vitality, his mood, desires, hopes, aspirations and of his self esteem. It 
may range from no more than a mild feeling of tiredness and sadness to the most 
profound state of apathy with complete, psychotic disregard for 
reality."(Mendelssohn, 1963). 
Depression is not a new matter. It is as old as humankind. Clinical 
syndrome of depression has been described as early as the eighth century B.C. It 
has been diagnosed by physicians since the era of Hippocrates (about 460 - 377 
B.C.) who ascribed ilbess to an excess of "black bile." Modem ideas about 
depression are based on the work of Kraeplin([l 856-1926) and Kahlbaum (1828-
1899). According to Jelliff,([1931), Kahlbaum coined the term "dysthymia", which 
he used to refer to a chronic form of melancholia, and "cyclothymia" which 
referred to a disorder characterized by a fluctuating mood. Kraeplin (1968) perhaps 
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was the most significant single contributor to the definition of depression as 
clinical entity. He formulated the concept of manic-depressive disease and for the 
first time the term depression became important in his writings. The opposite point 
of view was, however, taken by Freud (1917). Freud's approach emphasized on 
impulses, infantile and childhood experiences, and unconscious forces which 
highlights the psychodynamic of depression. As Blaney (1977) has pointed out, 
since 1952, the subject of depression has become more complex because of new 
theoretical models of depression presented by Seligman (1974), Beck (1976), and 
Lewinsohn (1974). Clinical studies on depression, list symptoms of depression 
wherein three symptoms of depressed mood, feelings of guilt and suicidal thoughts 
are clearly present in all these lists. Moreover , it is generally assumed that 
depressed person have unusual personal attitude of various kinds, particularly a 
low evaluation of themselves. Laxer (1964) found evidence that depressed patients 
blamed themselves more and rated their moods lower than other psychiatric 
patients. Costello and Comrey (1967) also found that normal subject with 
depressive tendencies gave low evaliuations to both self and nonself-concepts. A 
similar finding by mayo (1967) is that a measure of general punitive was 
positively related to the severity of depression. 
Thus depression has a wide range from 'normal' to 'pathological' - 'from a 
fleeting momentary feeling of gloom to an intense persistent conviction of 
worthlessness and self-hatred" (Freeman, 1969). 
Rosenfield (1985) defines depression as a feeling of sadness, hopelessness, 
worthlessness and guilts of self reproach. According to Pastonjee (1999) 
depression is an emotional state of dejection, feeling of worthlessness and guilt 
accompanied by apprehension. Depression can be of two types: endogenous and 
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exogenous - endogenous depression is self made largely of one's own making 
without any apparent reasons for example seeing a colleague prosper etc. 
Exogenous depression is due to factors beyond one's control such as noise, 
environment and so on. In depression "self devalution" has been foiind one of the 
major symptoms. When depression engulfs a person he finds problem in his 
personal attitude in form of feeling of guilt, negative self evaluation, pessimism 
about the world and future. 
This low spiritedness or depression in a person, has had its existence all 
through the ages, alongside of humanity itself 
Depression- literally meaning 'lowering, dejection' is defined by 
Webster(2010) as "a psychoneurotic or psychotic disorder marked especially by 
sadness, inactivity, difficulty in thinking and concentration, a significant increase 
or decrease in appetite and time spent sleeping, feelings of dejection and 
hopelessness, and sometimes suicidal tendencies, a reduction in activity, amount, 
quality, or force, a lowering of vitality or functional activity." and by English 
[2000] as "a mental disorder characterized by extreme gloom, feeling of 
inadequacy, and inability to concenti-ate." 
When used to describe a mood, the term conveys a temporary state of 
dysphoria that may last a few moments, hours, or even a few days. As such it is 
usually a normal reaction to an upsetting event, or even an exaggerated description 
of typical event ("this weather is depressing", or "I have gained a few pounds. 
How depressing!"). A young ma:ti might feel sad for a few days following a 
romantic disappointment or a women might be discouraged for a few days on 
being passed over for a job. The term "depression" refers to a constellation of 
experiences including not only mood, but also physical, mental and behavioral 
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experiences that define more prolonged, impairing and severe conditions that may 
be clinically diagnosable as a syndrome of depression. 
A more recent, complete and clear picture of pathological depression is 
given by Beck (1967) in terms of the following attribution: 
1. "A specific alteration in mood, sadness, loneliness and apathy. 
2. A negative self concept associated with self-reproaches and self blame. 
3. Regressive and self punitive wishes: desire to escape, hide or die. 
4. Vegetative changes: anorexia, insomnia, loss of libido. 
5. Change in activity level: retardation or agitation." 
This definition is also gives £in impression that depression is definitely a 
clinical entity as distinguished fi-om the normal low spirits and that it contains 
other components than mere mood deviations and that in many cases no significant 
mood deviation is elicited at all from the patients, depression possibly being 
suggested by the vegetative or activity changes or some such component. 
Depressed people may differ from one another by the number, imique 
patterns, and severity of the symptoms. The four general domains are affect, 
cognition, behavior, and physical fiinctioning. 
Affective Symptoms Depression is one of several disorders genetically called 
affective disorders, referring to the manifestations of abnormal affect, or mood, as 
a defining feature. Thus, depressed mood, sadness, feeling low, down in the 
dumps, or empty are typical. However, sometimes the most apparent mood is 
irritability (especially in depressed children). Moreover not all depressed people 
manifest sadness or depression as such, histead, they may report feeling loss of 
interest or pleasure, a feeling of "blah", listlessness, apathy. Nothing seems 
enjoyable--not even experiences that previously elicited positive feelings. 
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including work and recreation, social interactions, sexual activity, and the like 
pastimes are no longer enjoyable; even pleasurable relationships with one's family 
and friends may no longer hold appeal or even be negative, and the individual may 
find it hard to think of things to do that might help to relieve the depression even 
temporarily. Even when he or she accompanied an important task, there is a little 
sense of satisfaction. Some severely depressed people have described the loss of 
pleasure as seeing the world in black, v/hite, gray with no color. The experience of 
loss of interest or pleasure, called anhedonia, is one of the most common features 
of the depression syndrome, according to many studies of depressed adults and 
teenagers, from many different countries (Kerlinger, 1993). 
Cognitive Symptoms some have called depression a disorder of thinking, as much 
as it is a disorder of mood. Depressed people typically have negative thoughts 
about themselves, their worlds, and their fixture. They experience themselves as 
incompetent, worthless, and are restlessly critical of their own acts and 
characteristics, and often feel guilty ais they dwell on their perceived shortcomings. 
Low self-esteem is therefore a common attribute of depression. Individuals may 
feel helpless to manage their lives or resolve problems. They may view their lives 
and futures as bleak and unrewarding, feeling that change is not only pointless but 
essentially unattainable. Cognitions reflectmg hopelessness about one's ability to 
control desired outcomes may be common, and the resulting despair may also give 
rise to thought of wanting to die or to take one's own life. 
The cognitive features of depression have been given particular emphasis 
by some investigators, who note tiaat thinking in such grim and self-critical ways 
actually makes people more depressed or prolongs their depression. The 
negativistic thinking is commonly irrational and distorted, and represents very 
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different interpretations of the self and the world during the depressed state than an 
individual woiild typically display when he or she was not depressed. This 
observation gave rise to Aaron Beck's Cognitive Model of Depression (A.T. 
Beck, 1967,1976), that hypothesizes an underlying vuberability to depression due 
to tendencies to perceive the self, world, and future in negative ways. 
In addition to negative thinking, depression is often marked by difficulties 
in mental processes involving concentration, decision making, and memory. The 
depressed person may find it enormously difficult to make even simple decisions 
and significant decisions seem beyond one's capacity altogether. Depressed 
patients often reports problem in concentrating, especially when reading or 
watching television, and memory may be impaired (Tarbuck & Paykel,I995; 
watts, 1993). 
Behavioural symptoms Consistent the apathy and diminished motivation of 
depression, it is common for individuals to withdraw from social activities or 
reduce typical behaviours. In severe depression, the individual might stay in bed 
for prolonged periods. Social interactions might be shunned, both because of loss 
of motivation and interest, and also because depressed people perceive, fairly 
accurately, that being around them may be aversive to others. 
Actual changes in motor behavior are often observed, taking the form either 
of being slowed down or agitated and restiess. Some depressed individuals may 
talk and move more slowly, their faces showing littie animation with their mouths 
and eye seeming to droop as if weighted down, all of which are labeled 
psychomotor retardation. Their speech is marked by pauses, fewer words, 
monotone voice, and less eye contact (Perez & Riggio, 2002; Sobin & Sackeim, 
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1997). Other depressed people display psychomotor agitation, indicated by 
restlessness, hand movements, fidgeting and self touching, and gesturing. 
Psychomotor agitation may be more commonly observed in depressed 
people who are also experiencing anxiety symptoms, which psychomotor 
retardation is thought to be more t}^ical of "pure" depression. Psychomotor 
retardation may also be more conmion in males and patients under the age of 40, 
whereas psychomotor agitation is more common in females and patients over the 
age of forty. Interestingly, presence of psychomotor retardation has been found to 
be a good predictor of a positive response to antidepressant (Joyce & Paykal, 1989; 
Sobin&Sackeim, 1997). 
Physical Symptoms In addition to motor behavior changes that are apparent in 
some depressed people, there may also be changes in appetite, sleep and energy. 
Reduced energy is a very frequent complaint. Depressed patients complain of 
listlessness, lethargy, feeling heavy and leaden, and lacking the physical stamina to 
undertake or complete tasks. 
Sleep disturbance is a particjilarly important symptom of depression, with 
the majority of unipolar depressed patients reporting poorer quality of sleep, 
experienced experienced as a loss of restfiilness, and/or a reduced duration of 
sleep (Benca, Obermeyer, Thisted, & Gillin, 1992; Kupfer, 1995). Sleep patterns 
can take several forms: difficulty falling asleep, staying asleep, or too much sleep. 
Depressed people sometimes experience what is called "early morning 
awakening," a problem of waking an hour or more before the regular awakening 
time, usually with difficulty falling back asleep. 
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The relationship between sleep disturbance and depression is complete one, 
with a close correspondence existing between regulation of mood and regulation of 
sleep (Lustberg & Reynolds, 2000). 
Patients with depression also experience changes in appetite with 
corresponding weight loss. However, some depressed people eat more when they 
depressed, with this pattern often associated with increased sleep. This 
combination of increased appetite (hyperphegia) and increased sleep 
(hypersomnia) within depression has been labled atypical depression (Davidson, 
Miller, Tumbull, & Sullivan, 1982; Matza, Revicki, Dvidson, & Stewart, 2003). 
1.2 FAMILY ENVIRONMENT 
Almost every known society has some type of family organization that is 
intermediate between the individual and the larger social community (Murdock, 
1949). The family is basically a unit in which parents and children live together. Its 
key position rests on multiple functions in relation to overall development of its 
members, their protection and their well being. Therefore, it would emerge that not 
only the social and physical well being of an individual as taken care of by the 
family, but the psychological well being as well. The family is the first to affect the 
individual. It is the family, which gives the child his first experience of living. It 
gets him when he is completely uninformed unprotected, before any other agency 
has had a chance to affect him. The influence of the family on the child is, 
therefore, immense. 
Family environment as observed by Moos and Moos (1975) includes 
interpersonal relationship among family members, the direction of personal growth 
emphasized within the family and the basic organizational structure of the family. 
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Moos work on family environment identified the different variables that comprise 
relationship, growth and organizational structure. 
Family environment is the first and perhaps the most enduring context for 
growth. Adjustment wdthin the family means identifying with models, accepting 
values, playing out family roles, developing affection and eventually distinguishing 
one's own values and goals from those held by other family members. One central 
part of life after childhood is discovering all those motives, values and beliefs that 
were not accepted within the boundaries of your family (Newman & Newman, 
1981). 
The term family refers to a variety of groupings including (1) a father, 
mother, and their children, (2) children of a father and mother, (3) a group of 
people living in the same house, (4) all of a person's relatives, (5) a group of 
related people, (6) a tribe, (7) one's ancestors (Blood, 1972; Winch, 1971). When 
we speak of "family", we are usually speaking of the groups of adults (usually 
father and mother) and their children who live together in the same house for a 
long time. The main ideas that guide our thinking about family environment are 
these: 
1. The family is the main setting for the experiences of the child, particularly 
the young child. 
2. The family is a dynamic set of relationships among all the people who live 
in the "family." 
3. Children's behavior, ideas, thoughts and fantasies affect the lives of those 
with whom they live. 
4. The behavior, ideas, thoughts and fantasies of father and mother affect the 
lives of their children. 
12 
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5. This group has resources that are used to adjust in life. 
The family group is a part of a culture. In order to understand the family 
environment's impact on a person, one must consider the expectations that adults 
have about the ideal marriage relationship, the ideal parenting style, and the ideal 
parent-child relationship. Adults also function as sons and daughters, workers, 
members of a political community and participants in religious organizations. All 
of these roles may contribute to their role as parent or spouse. Finally, adults have 
access to particular resources because of the work they do, the education they have 
had, their social status in the community and their bonds with other family 
members. The resources that adults bring to their family group will influence 
adjustment for aduUs and children in the family. 
It is the fact that "growth is a continuous process and adolescent is the 
product of childhood experiences" cannot be denied. Hence to have better 
understanding of it, we need to explore family envirormient in detail and identify 
various associated family factors and then* contributions in the development of the 
child and the overall adjustment of an adolescent. 
The most important part of the child's envirormient is the family (Adams, 
1966). When we speak of "family", we are usually speaking of the group of adults 
(usually father and mother) and their children who live together in the same house 
for a long time. The family environment includes all the members and the physical 
conditions existing in it. The family environment has enormous influence on the 
development of different aspects of the child's personality. 
Family plays a crucial and a formative role in personality development of a 
child. The predominating quality of his family environment has long lasting impact 
on his socio psychological development. In this connection the personality of the 
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parents their attitudes and emotional behavior dispositions and the climate of the 
home environment all are crucial factors (Stott, 1967). During the course of 
development the child interacts with all such factors of his family environment and 
the nature of that interaction determines the nature of his behavior patterns and 
personality characteristics. 
Many researchers have emphasized the importance of family and child 
rearing practices. Favorable family environment leads to rich psychological harvest 
for the individual. Psychologists now agree that rich experiences in family during 
childhood produce rich brains. Mehta (1994) reported that children sharing healthy 
and warm relationship with their parents found to be more intelligent as compared 
to those who had less warm relationship. Study by Geetha and Murthy (1992) 
reveals that favorable or/and neutral attitude of parents is more conducive to 
curiosity behavior. Watson's (1957) revealed that greater freedom provided by 
parents tended to be associated with more initiative, higher levels of spontaneity 
and originality in children. 
Family relationships shape up many other characteristics of personality. A 
pattern of home life in which family members are companionable, where co-
operative and democratic relations exist and where attempts are made to meet the 
needs of a child produces a well-adjusted personality in the child (Hurlock, 1964). 
Parents who encourage children to express their ideas, recognize their rights, 
encourage individuality, express loving and helping attitude foster characteristics 
like independence, high self-confidence, positive self-concept and good personal 
and social adjustment (Kukreja, 1997; Maccoby & Martin, 1983; Desai, 1998; 
Ameerjan, 1994). 
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The family unit is not just only to promote the survival of its own members, 
but also to perform vital services for the society of which it is part (Bevli et al., 
1984). 
If the family members enjoy each other company, spend a lot of time doing 
things together and have a positive attitude towards people at home and outside; 
the infants imbibes similar attitudes. Conversely if the family interactions are 
restricted to the mundane business of day-to-day living or interaction takes place 
only when there is a conflicting situation, the child does not learn to look forward 
to interact with others with a positive frame of mind. If the child has enjoyed the 
companionship of his parents, he will not be awed when dealing with people 
outside the home who are in a position of authority. If he is accustomed to taking 
orders passively, he is likely to continue to do so outside the home. If sibling 
interaction has been meaningiul and enjoyable, he will look forward to the 
company of his peer group outside the home. 
Several longitudinal studies have also demonstrated that parental coldness, 
passivity and neglect and lack of family cohesion and shared leisure time are 
associated with maladjustment (McCord, 1979). Communication and problem 
solving in families with maladjusted adolescent is characterized by lack of 
intimacy and give and take relationship and by more blaming, anger and 
defensiveness than normal families (West & Farrington, 1973). 
he above discussion clearly shows that the experiences and environment to 
which the individual is exposed over a period of time lead to the development of 
learned patterns of behavior, lot of researches over the years have shown how 
family environment can effect the development of children. Sigmund Freud (1950) 
too, talked about significance of early childhood years for later adulthood 
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adjustment. It is the time when the foundations are laid for the adult environmental 
evaluations and self evaluations, habits of thinking and patterns of reactions. 
From this it can be reasoned that the experiences that individual has in early 
life at home with his family in general and his parents in particular are major 
determinants of his adjustment process during adolescence and in later life 
(Jayanagraja, 1981,1985; Marfia, 1973) 
Family Environment and Adolescent Depression 
Among psycho-social factors in the life of a child and an adolescent 
family environment is the most crucial, as family is the smallest unit, representing 
the culture/cultural differences. Therefore, for determining adolescent depression, 
role of family environment cannot be ignored. Several factors contribute to an 
adolescent development. It is also important to bear in mind that these factors do 
not operate in isolation. The interaction between the environmental factors and the 
individual organism helps a child to develop certain perceptions about his own self 
and his environment, in turn, affect his social development. Many things that 
human individuals do and believe in, have their roots in the early experiences of 
infancy and childhood. 
Emancipation from parents authority and from emotional dependence upon 
parents begins in childhood, but the process of emancipation is greatly accelerated 
during the early adolescent years. In order to function effectively as an adult, the 
adolescent must begin to detach himself from his family and develop independence 
in behavior, emotions and values and beliefs. Clearly, the ease of the transition to 
fuller independence in later adolescence depends to great extent on the attitudes 
parents takes during the preceding years. Same parents who have insisted upon 
close supervision of the child in his early years attempt to continue their confrol 
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through his adolescence. As a result, child is not likely to fully mature as an adult 
(Hilgard, Atkinson, & Atkinson, 1975) 
Poor family relationships are psychological hazards at any age, but 
especially so during adolescence because at this time boys and girls are typically 
ensure of themselves and depends on their families for feeling of security. Even 
more important, they need guidance and help in mastering the developmental task 
of adolescence. When family relationships are marked by friction, feeling of 
insecurity are likely to be prolonged and adolescents will be deprived of the 
opportunity to develop poise and more mature pattern of behavior (Hurlock, 1981). 
General psychosocial theories of developmental psychopathology assert 
that family environment plays significant role in forming both adaptive and 
maladaptive functioning of environment plays a significant role in forming both 
adaptive and maladaptive functioning of children. Also virtually all theories assert 
that faulty parent-child relationships play a major role in the etiology of this 
disorder. According to these theoretical formulations familial risk factors have 
been the focus of most research on depression in adolescence. Several studies have 
shown that insecure attachment and parenting characterized by coldness, rejection, 
harsh discipline and unsupportive behavior is positively related to adolescent 
depressive symptoms. Some research indicates that authoritative parenting, 
conceptualized as a composite of warmth, accept-involvement, firm control, and 
democratic discipline, is associated witli least depressive symptoms among 
adolescents. Pathogenetic factors within the family environment, such as parental 
depression, changes of family structure, violence or neglect, can also contribute to 
depression in adolescence. A causal relationship between anomalous parenting and 
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depression is probably the interplay among genetic, cognitive, emotional, 
interpersonal and family environmental factors (Greszta et al., 2006) 
In family environment several factors like relationship between parents, 
parents-child relationship, child rearing practices, parental discipline, family size, 
sibling order, family structure as nuclear or joint, parental education, 
socioeconomic status and several other factors have been investigated by several 
researches and reported to have significant impact on the development of 
adolescent. 
Undoubtly, child's development in the family environment is highly 
influenced by the relationship existing between parents. Problem behavior has been 
observed in children whose parents show a clear lack of healthy adjustment to each 
other, or sexual maladjustment or a clash of interests or personality. 
Apart from inter-parental relationship, childrearing practices also have a 
significant influence on the personality development of adolescent (Hilgard, 
Atkinson, & Atkinson, 1975) 
Depression among children may be due to several reasons. Depression 
"runs in families" (Hummen, 1992). This means that many depressed children have 
depressed parents. Envkonmental factors are also important, undesirable family 
environment and poor relationship with parents, siblings and peers are common in 
children with mood disorders. Sometimes family tension and parental divorce 
bring on symptom of depression. These symptoms may reflect the child's feeling 
of hopelessness and helplessness about the situation. Although the conflict of 
divorcing parents is not a problem a child can solve, the child's attributional style 
is an important vdnerability factor just as it is an adult depression (Sarason and 
Sarason, 1996). 
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More recently, John Bowlby (1978, 1981) articulated a model of the 
importance of early attachment bonds between the infant and caretaker that haiJ 
implications not only for depression, but for key elements of individual personality 
and adaptive fiinctioning. Specifically, Bowlby argued that infants have an innate 
and fundamental tendency to form attachment bonds to primary caretaker, in the 
service of protection and survival. Further, the development of a stable and secure 
attachment bond is essential for healthy development. An infant with a mother or 
primary caretaker who is consistently responsive, and supportive will acquire a 
"working model" (that is, mental representations) of the self that is positive, will be 
able to use the relationship as a" secure base" from which to explore the 
environment and acquire the essential skills, and will form beUefs and expectations 
of other people as trustworthy and dependable. If, however, the attachment bond is 
insecure due to actual disruption or loss, or to caretaker rejection, 
unresponsiveness, or inconsistency, the person becomes vulnerable to depression. 
Insecurity attached children may be highly anxious and needy, or alternatively, 
may deal with the lack of attachment by being avoidant or rejecting of closeness. 
In later life, actual or threatened loss of close relationships may trigger not only 
mourning, but also self criticism, feelings of abandonment, hopelessness, and 
related depressive symptoms. There is a considerable body of empirical work 
validating Bowlby's ideas about attachment security in infants and its 
consequences for healthy and maladaptive development (eg., reviewed in Blatt 
and Homann,1992; see also Cicchetti and Schneider-Rosen, 1986). Based on 
learning models, this perspective on the role of early family experiences on 
depression is more general than the attachment model, and has been less well 
elaborated as a model specifically of depression than has attachment theory. Its 
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essential tenets are that adaptive social skills and interpersonal attitudes and 
expectations are acquired through learning during childhood. Parent-child 
interactions that leads to the child's acquisition of dysfunctional self-schemas or 
negative explanatory style set the stage for vulnerability to depression in the face 
of stress. It is hypothesized that several forms of learning in early family life affect 
depression vulnerability. These may include direct experiences with reward and 
punishment of the child by parent learning, as well as learning through observation 
of the parent. Being treated harshly or subjected to criticism, or not receiving 
rewards for appropriate socially skilled behaviour, or learning negative views of 
the self and world from the parents own attitudes, may all have a negative effect 
on a developing child's self-esteem, expectations about others, and ability to 
engage appropriately in relations with others. Since coping with stressors 
throughout life requires learning appropriate problem-solving and coping-skills, 
deficiencies in these areas might also create vulnerability for depression. In 
general, research directly bearing on the childhood acquisition of maladaptive 
cognitions and skills relevant to future depression has been relatively sparse. As 
reviewed in subsequent sections, however, numerous studies are consistent with 
the basic perspective of cognitive social learning theory. 
In addition to early childhood family causes of vulnerability to depression, 
the family context is also important from the opposite perspective: the enormous 
impact of depression on others in the family. Depressed parents commonly have 
difficulties in their parentmg roles, and such dysfunctions may contribute to the 
high rates of depression and other disorders in the children. Two more recent 
studies showed small specific associations between loss of a parent by death and 
risk for depression in women only (Maier and Lachman, 2000), or for both genders 
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(Kendler , Sheth,Gardner, and Prescott,2002b). Kendler et al.(2002b) also found 
that the risk of depression was greater following maternal death in childhood that 
death of fathers, and that the risk period was relatively brief, suggesting that the 
person who develops depression, if at all, experiences depression apparently 
precipitated by and in close proximity to the death, but has little continuing risk 
into adulthood. 
Increasingly it has been recognized that it is usually not parental loss as 
such that creates risk for depression, but rather the quality of parental care 
followmg the loss. Poor quality parenting or inconsistent parenting following loss, 
for example, were found to be predictive of later depression ( eg., Bifulco, Brown, 
and Harris, 1987; Harris, Brown, and Bifulco, 1986). 
Although recent evidence implicates the importance of the family for 
understanding depressive disorders during adolescence, we still lack coherent 
framework for understanding the in which the myriad of developmental changes 
occurring within early adolescents and their family environments actually operate 
to increase adolescents vulnerability to, or to protect from, the development of 
depressive disorders. In this review, a fimnework proposed by Yap, Allen and 
Sheeber (2007) that places the mechanisms and processes of emotion regulation at 
the centre of these questions. They argue that emotion regulation can provide an 
organizing rubric under which the role of various factors, such as adolescent and 
parent temperament and emotion regulation, and parental socialization of child 
emotion, as well as the interaction amongst these factors, can be understood to 
account for the role of the family in adolescents' risk for depression. In particular, 
they posit that adolescent emotion regulation functions as a mechanism through 
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which temperament and family processes interact to increase the vulnerability to 
developing depression. 
1.3 SELF-EFFICACY 
Self efficacy is the component of the self concept that deals with one's 
perceived abilities and competencies to deal with a given task (Bandura, 1977). 
Self efficacy is often confused with self esteem, perhaps because when one feels a 
lack of self efficacy, low self esteem is likely to follow. The difference is that self 
efficacy is much more dependent on the specific situation than is self esteem. 
Further, feeling of self efficacy do not usually generalize from one situation 
to another (unless the two situation are very similar). An example is provided by 
Burger and Palmer (1992), who studied university students just after they had 
experienced the 1989 earthquake in California, hnmediately after the event, 
students reported feeling vulnerable to natural disasters and unable to cope them. 
That is, their self efficacy was low in this specific context, hi other aspects of their 
lives (such as school performance), feelmgs of vulnerability and inability to cope 
were unaffected. 
People seem to be able to distance themselves from areas of low self-
efficacy so that their overall self-esteem remains unaffected. For example, you may 
be great in math but a hopelessly clumsy tennis player. You can easily define math 
and your self-efficacy in that subject as important aspects of yourself while 
perceiving tennis as something that is irrelevant in your life. In effect, you don't 
care that you are incompetent at tennis. So, despite a lack of self-efficacy in certain 
situations, it is possible to maintain a self image that is favorable overall. 
"Rome is not built in a day". In the similar manner, self-efFicacy is not well 
achieved within a short period of time. It develops gradually vidth the process of 
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socialization and environmental stimulation. It conveys the notion "I think I can, I 
think I can " self efficacy refers to ones confidence in his or her ability to 
behave in such a way as to produce a desirable outcome (Bandura, 1977). It refers 
to a person's evaluation of his or her ability to perform a task, reach a goal or 
overcome an obstacle (Bandura, 1977). Every person strives for achievement and 
success in everything he/she does. The concept that underlies a wide range of 
behavior accomplishments and achievements is a sense of control, efficacy or 
competence. This sense of competence has been found to influence a person's 
thoughts, perceptions and motivation. It is also related to his/her sense of 
wellbeing, self-confidence, self worth and happiness (Bandura, 1994). 
Self-efficacy differs from perceived control in the sense that self-efficacy 
refers to one's confidence in his or her ability to effect a desirable response, 
whereas control refers to one's perception of the availability of that response 
outcome. Bandura (1977a) has claimed that all behavioral changes are mediated 
through alternation in self efficacy. It is the level and one's efficacy for a particular 
desirable behavior which determines whether the behavior will be attempted, how 
much persistence will be required and what the final result will be. 
A strong sense of self-efficacy enhances human accomplishment and 
personal well being in many ways. People with high assurance in their capabilities 
approach difficult task as challenges to be mastered rather than as threats to be 
avoided. Such an efficacious outlook fosters intrinsic interest and deep 
engrossment in activities. They set themselves challenging goals and maintain 
strong commitment to them. They heighten and sustain their efforts in the face of 
failure. They quickly recover their sense of efficacy after failures or setbacks. They 
attribute failure to insufficient effort or deficient knowledge and skills which are 
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acquirable. They approach threatening situations with assurance that they can 
accomplish, reduce stress and lowers vulnerability to depression. 
Factors Affecting Self-efficacy 
People's beliefs about their efficacy can be developed by four main sources 
of influence. These are as follows: 
Mastery experience :- The most effective way of creating a strong sense of 
efficacy is through mastery experiences. Successes build a robust belief in one's 
personal efficacy. Failures undermine it, especially if failures occur before a sense 
of efficacy is firmly established. 
If people experiences only easy successes they come to expect quick results 
and are easily discouraged by failure. A resilient sense of efficacy requires 
experience in overcoming obstacles through perseverant effort. Some setbacks and 
difficulties in human pursuits serve a useful purpose in teaching that success 
usually requires sustained effort. After people become convinced they have what it 
takes to succeed, they preserve in the face of adversity and quickly rebound from 
setbacks. By sticking it out through tough times, they emerge stronger from 
adversity. 
Modeling :- The second way of creating and strengthening self belief of efficacy is 
through the vicarious experiences provided by social models. Seeing people similar 
to oneself succeed by sustained effort raises observers' belief that they too poses 
the capabilities master comparable activities to succeed. By the same token, 
observing others' fail despite high effort lowers observers' judgments of their own 
efficacy and undermines their efforts. The impact of modeling on perceived self 
efficacy is strongly influenced by perceived similarity to models. The greater the 
Assumed similarity the more persuasive are the models' successes and failures. If 
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people see the models as very different from themselves their perceived self-
efficacy is not much influenced by the models' behavior and the results its 
produces. 
Social persuasion :- social persuasion is a third way of strengthening peoples' 
beliefs that they have what it take to succeed. People who are persuaded verbally 
that they possess the capabilities to master given activities are likely to mobilize 
greater effort and sustain it than if they harbor self-doubts and dwell on personal 
deficiencies when problems arise. To the extent that persuasive boots in perceived 
self-efficacy lead people to try hard enough to succeed, they promote development 
of skills and a sense of personal efficacy. 
Psychological factors :- The fourth way of modifying self-beliefs of efficacy is to 
reduce people's stress reactions and alter their negative emotional proclivities and 
misinterpretations of their physical states. In imusual, stressful situations, people 
commonly exhibit signs of distress, shakes, aches, pains, fatigue, fear, and nausea 
etc. A person's perceptions of these responses can markedly alter a person's self-
efficacy. 
Efficacy Activated Process 
Much research has been conducted on the four major psychological processes 
through which self-beliefs of efficacy affect human functioning. 
A. Cognitive Processes -The effects of elf efficacy beliefs on cognitive 
processes take a variety of forms. Much human behavior, being purposive, is 
regulated by forethought embodying valued goals. Personal goal setting is 
influenced by self-appraisal of capabilities. The stronger the perceived self-
efFicacy, the higher the goal challenges people set for themselves and the firmer is 
their commitment to them. 
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B. Motivational Process- Self-beliefs of efficacy play a key role in the self-
regulation of motivation. Most human motivation is cognitively generated. People 
motivate themselves and guide their actions anticipatorily by the exercise of 
forethought. They form beliefs about what they can do. They anticipate likely 
outcomes of prospective actions. They set goals for themselves and plan course of 
action designed to realize valued futures. 
In expectancy-value theory, motivation is regulated by the expectation that 
a given course of behavior will produce certain outcomes and the value of those 
outcomes. But people act on their beliefs about what they can do. As well as on 
their beliefs about the likely outcomes of performance. The motivating influence of 
outcome expectancies is thus partly governed by self beliefs of efficacy. There are 
countless attractive options people do not pursue because they judge they lack the 
capabilities for them. The predictiveness of expectancy-value theory is enhanced 
by including the influence of perceived self efficacy. 
C. Affective Processes- Peoples' beliefs in their coping capabilities affect 
how much stress and depression they experience in threatening or difficult 
situations, as well as then" level of motivation. Perceived self-efficacy to exercise 
control over stressors plays a central role in anxiety arousal. People who believe 
they can exercise control over threats d not conjure up disturbing thought patterns. 
But those who believe they cannot manage threats experience high anxiety arousal. 
They dwell on their coping deficiencies. They view many aspects of their 
environment as fraught with danger. They magnify the severity of possible threats 
and worry about things that rarely happen. Through such inefficacious thinking 
they distress themselves and impair their level of fimctioning. Perceived coping 
self-efficacy regulates avoidance behavior as well as anxiety arousal. The stronger 
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the sense of self-efficacy the bolder people are in taking on taxing and threatening 
activities. 
Anxiety arousal is affected not only by perceived coping efficacy but by 
perceived efficacy to control disturbing thoughts. The exercise of control over 
one's own consciousness is summed up well in the proverb: "You cannot prevents 
the birds of worry and care fi^om flying over your head. But you can stop them 
from building a nest in your head." Perceived self-efficacy to control thought 
processes is a key factor in regulating thought produced stress and depression. It is 
not the sheer fi-equency of disturbing thoughts but the perceived inability to turn 
them off that is the major source of distress. Both perceived coping self-efficacy 
and thought control efficacy operate jointly to reduce anxiety and avoidant 
behavior. 
Social cognitive theory prescribes mastery experiences as the principal 
means of personality change. Guided mastery is a powerfial vehicle for instilling a 
robust sense of coping efficacy in people whose fimctioning is seriously impaired 
by intense apprehension and phobic self-protective reactions. Mastery experiences 
are structured in ways to build coping skills and instill beliefs that one can exercise 
control over potential threats. 
A low sense of efficacy to exercise control produces depression as well as 
anxiety. It does so in several different ways. One route to depression is through 
unfilled aspiration. People who impose on themselves standards of self worth they 
judge they cannot attain drive themselves to bouts of depression. A second efficacy 
route to depression is through a low sense of social efficacy. People who judge 
themselves to be socially efficacious seek out and cultivate social relationship that 
provide models on how to manage difficult situations, cushion the adverse effects 
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of chronic stressors and bring satisfaction to people's lives. Perceived social 
inefficacy to develop satisfying and supportive relationships increases vulnerability 
to depression through social isolation. Much human depression is cognitively 
generated by dejecting ruminative thought. A low sense of efficacy to exercise 
control over ruminative thought also contributes to the occurrence, duration and 
recurrence of depressive episodes. 
D. Selection Process- The discussion so far has centered on efficacy-activated 
processes that enable people to create beneficial environments and to exercise 
some control over those they encounter day in and day out. People are partly the 
product of their environment. Therefore, beliefs of personal efficacy can shape the 
course lives take by influencing they types of activities and environment people 
choose. People avoid activities and situations they believe exceed their coping 
capabilities. But they readily undertake challenging activities and select situations 
they judge themselves capable of handling. 
Types of Self-EfBcacy:- High self-efficacy beliefs and low self-efficacy beliefs. 
High self-efficacy beliefs:- Those who have high self efficacy beliefs find an inner 
confidence which allows them to perform task that might otherwise seem beyond 
their reach. A high self-efficacy makes life a little easier and one's day a little 
brighter. When people have belief in themselves and their abilities they are more 
likely to: 
1. Set higher and liigher goals for themselves as they climb the ladder of 
success. 
2. Accept more difficult challenges. 
3. Assume more responsibilities. 
4. Feel generally good about them and foster self-esteem. 
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5. Commit ftill effort towards accomplishing their objectives. 
Low self-efficacy beliefs:- Those having a low self-efficacy are more prone to 
lack confidence in their own abilities. A low self-efficacy will manifest itself in a 
variety of ways in their daily lives in many ways. It may cause them to: 
1. Limit their demands and goals because they don't believe they can do 
more. 
2. Turn away from more difficult challenges. 
3. Focus on the potential for failure rather than the likelihood of success. 
4. Examine his/her weaknesses rather than expand their strengths. 
5. We may believe things are together than they really are. 
Self-efficacy has been classified into three different categories such as:-
Social self-efficacy:- Social self-efficacy dealt with their belief about their ability 
to form and maintain relationships to be assertive and to engage in leisure time 
activities. 
Self regulatory self-efficacy:- Self regulatory self-efficacy dealt with ability to 
resist peer-pressure and avoid high risk oriented activities. 
Academic self-efficacy:- Academic self-efficacy refers to an individual's 
confidence in his/her ability to succeed in academic tasks and pursuits. Academic 
self-efficacy has been the focus of a vast amount of research due to its influence on 
various aspects of student's academic functioning. 
Researchers have shown that academic self-efficacy is predictive of 
student's ability to succeed and that student with higher academic self-efficacy 
work harder (Bandura, Barbaranelli, Capara and Pastrolli, 2001) are more 
persistent (Pajares, 1996), and develop better goal-setting and time-monitoring 
strategies than other students (Zimmerman, 2000). Choi (2005) found that high 
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levels of academic self-efficacy are positively related to academic performance, 
and others have documented the importance of perceived confidence in initiating 
and sustaining motivation and achievement oriented behavior (Bandura, 1993). 
Familial Influence on Self-Efficacy 
Beginning in infancy, parents and caregivers provide experiences that 
differently influence children's self-efiRcacy. Home influences that help children 
interact effectively with the environment positively affect self-efficacy (Bandura, 
1997; Meece, 1997). Initial sources of self-efficacy are centered in the family, but 
the influence is bidirectional. Parents who provide an environment and stimulates 
youngsters' curiosity and allows for mastery experiences help to build children's 
self-efficacy. In turn, children who display more curiosity and exploratory 
activities promote parental responsiveness. 
When environments are rich in interesting activities that arouse children's 
curiosity and offer challenges that can be met, children are motivated to work on 
the activities and thereby learn new information and skills (Meece, 1997). There is 
much variability in home environments. Some contain materials such as 
computers, books, and puzzles that stimulate children's thinking. Parents who are 
heavily invested in their children's cognitive development may spend time with 
them on learning. Other homes do not have these resources and adults may devote 
little time to children's education. 
Yoimg children must gain self knowledge of their capabilities in 
broadening areas of functioning. They have to develop, appraise and test their 
physical capabilities, their social competencies, their linguistic skills, and their 
cognitive skills for comprehending and managing the many situations they 
encoimter daily. Development of sensorimotor capabilities greatly expands the 
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infant's exploratory environment and the means for acting upon it. These early 
exploratory and play activities, which occupy much of children's waking hours, 
provide opportunities for enlarging their repertoire of basic skills and sense of 
efficacy. 
Successful experiences in the exercise of personal control are central to the 
early development of social and cognitive competence. Parents who are responsive 
to their infant's behavior, and who create opportunities for efficacious actions by 
providing an enriched physical environment and permitting freedom of movement 
for exploration, have infants who are accelerated in their social and cognitive 
development. Parental responsiveness increases cognitive competence, and infant's 
expanded capabilities elicit greater parental responsiveness in a two way influence. 
Development of language provides children with the symbolic means to reflect on 
their experiences and what others tell them about their capabilities and, thus, to 
expands their self-knowledge of what they can and caimot do. 
Parents who provide a warm, responsive and supportive home environment, 
who encourage exploration and stimulate curiosity, and who provide play and 
learning materials accelerate their children's intellectual development (Meece, 
1997). Parents also are key providers of self-efficacy information. Parents who 
arrange for varied mastery experiences develop more efficacious youngsters than 
do parents who arrange fewer opportunities (Bandura, 1997). Such experiences 
occur in homes enriched with activities and in which children have freedom to 
explore. 
With respect to vicarious sources, parents who teach children ways to cope 
with difficulties and model persistence and effort strengthen children's efficacy. As 
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children grow, peers become increasingly important. Parents who steer their 
children toward efficacious peers provide further vicarious boosts in self-efficacy. 
Homes also are prime sources of persuasive information. Parents who 
encourage their yoimgsters to try different activities and support their efforts help 
to develop children who feel more capable of meeting challenges (Bandura, 1997). 
Self-efficacy suffers in homes in which novel activities discouraged. 
The initial efficacy experience are centered in the family. But as the 
growing child's social world rapidly expands, peers become increasingly important 
in children's developing self-knowledge of their capabilities. It is the context of 
peer relations that social comparison comes strongly into play. At first, the closest 
comparative age-mates are siblings. Families differ in number of siblings, how far 
apart in age they are, and in their sex distribution. Different family structure, as 
reflected in family size, birth order, and sibling constellation patterns, create 
different social comparisons for judging one's personal efficacy. Younger sibling 
find themselves in the unfavorable position of judging their capabilities in relation 
to older siblings who may be several years advanced in their development. 
Self-Efficacy and depressed Mood 
Self-efficacy theory (Bandura, 1977, 1982) maintains that all psychological 
and behavioural change occurs as a result of changes in expectations about one's 
own ability to perform certain behaviours (self-efficacy) and changes in 
expectancies about the probable consequences or outcomes of those behaviours 
(outcome expectancies). Bandura and his colleagues (e.g., Bandura, Adams, 
Hardy, & Howells, 1980) and other researchers (e.g., Condiotte & Lichtenstein, 
1981; DiClemente, 1981; Mclntyre, Lichenstein, & Mermelstein, 1983) have 
established that changes in self-efficacy expectancies are associated closely with 
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changes in behaviour and are excellent predictors of behaviour and behavioural 
intentions. 
Self-efficacy expectancy also has been viewed as important to the 
development and treatment of depression. Research has suggested that depression 
is associated with low self-efficacy expectancies (Bloom, Yates, & Brosvic, 1985; 
Davis &, Yates, 1982; Devins, Blink, Gorman, Battel, McCloskey, Oskar, & Brigg, 
1982; Kanfer & Zeiss, 1983) and that enhancement of self-efficacy expectancies 
may be a common mechanism through which various types of interventions are 
effective in the relief of depressive symptoms (Fleming & Thornton, 1980; Zeiss, 
Lewinsohn, & Munoz, 1979) 
1.4 RATIONALE AND SIGNIFICANCE OF THE STUDY 
The present study was a little bit different from the past studies, where 
investigators have focused on relationship either on family environment or self-
efficacy and depression. The focus of this study was to examine the combined 
relationship of family environment and self-efficacy and its association with 
depression. Therefore this study is slightly different with previous studies. 
The purpose of the present study was to understand the relationship of 
family environment and self-efficacy with depression among adolescents. 
Adolescent has often been characterized a period of psychological turmoil and is a 
transition from childhood to the demands of adulthood. In this context family 
environment is considered a major factor in adolescents' psychological adjustment 
(Moos, 1984; Lofgrem & Lapsen, 1992). A supportive, cohesive family 
environment fosters psychological well-being. A family is a social system, where 
each family member influences, and is influenced by the other members, producing 
a family environment (Monane, 1967; Moos, 1975). It plays a crucial and 
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formative role in personality development of a child. Its predominating quality has 
long lasting impact on his socio-psychological development. Several longitudinal 
studies have also demonstrated that parental cohesiveness, passivity, neglect and 
lack of family cohesion and shared leisure time are associated with maladjustment 
(McCord, 1979). Communication and problem solving families with maladjusted 
adolescent is characterized by lack of intimacy and take relationship and by more 
blaming, anger and depressiveness than normal families (West and Farrington, 
1973). 
Thus, family as a form of social support is an important resource in coping 
with stress. Individuals who remain relatively healthy under stressful situations 
have been found to perceive high family cohesion (Hollahan & Moos, 1982). 
Individuals who perceive less family support have been found to experience more 
depression and work-related stress (Mitchell et al., 1983). 
Another important variable that influences on depression is self-efficacy. 
Recently researches on depression has shown that depression can occur as the 
result of dysfimction in self-monitoring, self-evaluation or self reinforcement 
(Rehm, 1977). In this context Bandura's (1977) theory of self-efficacy provides a 
useful framework to examine the role of self evaluating factors in depression that 
focuses on the perception of ability to produce effective behavior. According to 
Kanfer and Zeiss (1983) depressed subjects expressed lower strength of self-
efficacy than non-depressed subjects, but they did not differ on their strength. 
Therefore, the predominant objective of the study is to understand 
depression in adolescents in relation to family environment and self-efficacy. 
Another objective of the study is to determine the relationship of family 
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environment and self-efficacy with depression in male-female and professional and 
non-professional groups. 
1.5 OBJECTIVES OF THE STUDY: 
• To examine the predictors of depression among adolescents from different 
dimension of family environment and self-efficacy. 
• To explore the relationship of dimensions of family envirormient and self-
efficacy with depression in male and female group. 
• To explore the relationship of dimensions of family environment and self-
efficacy with depression in professional group and non-professional group. 
• To explore if high and low self efficacy adolescent group differ on 
depression fi"om low self-efficacy group. 
• To compare different level of depressive adolescent groups on the 
dimensions of family environment and self-efficacy. 
1.6 HYPOTHESIS: 
• A significant relationship between dimension of family environment and 
depression. 
• A significant relationship between self-efficacy and depression. 
• Dimension of family environment contributed differently in male and 
female group. 
• Dimension of family environment contributed differently in professional 
group and non-professional group. 
• High self-efficacy group and low self-efficacy group differ in their score on 
depression. 
• Significant difference among different level of depression on the 
dimensions of family environment and self-efficacy. 
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REVIEW OF LITERATURE 
This chapter provides a comprehensive review of studies on variables 
studied here among adolescents. Review of literature might contribute to our 
knowledge in a more effective way that has been achieved from the previous work. 
The studies are reviewed interns of depression, perceived family envu-ormient and 
self-efficacy among adolescents. 
2.1 STUDIES RELATED TO DEPRESSION 
Ceyhan et al (2005) examine (1) the depression levels of university students 
and whether or not depression levels of university students differ significantly 
according to their gender (2) if university students problem solving skills, 
submissiveness levels, social support fi^om family, fiiends and society ages and 
cumuSlative grade point averages (GPAs) predict their depression level and 
predictive values of these values of these variables change according to gender. 
The research was carried out with 293 university students. The finding of the study 
was the perceived problem solving social support from friends, and submissiveness 
predicted depression in university students. 
Shortt, et al. (2006) examined risk and protective processes and 
mechanisms associated with depression in youth. Risk factors at the individual 
(genetics, biology, affect, cognition, behaviour) and broader contextual levels (e.g., 
family, school community) was proposed to interact, leading to the development of 
depression in youth. Transactions between there individual and contextual factors 
was suggested to be dynamic and reciprocal, and these transaction was expected to 
change over time and development course. The 'best bet' for the prevention of 
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depression may be mutli—component and multilevel interventions that address the 
multiple risk and protective factors associated with depression. Preventive 
interventions hold to focus on building protective factors within young people 
themselves, as well as creating health promoting environments as home and at 
school. These interventions likely need to be long term and geared towards 
assisting youth across successive periods of development. 
2.2 STUDIES RELATED TO DEPRESSION AND FAMILY ENVIRONMENT: 
Kobak et. al. (1991) and Hammen et. al. (1995) also showed that 
adolescents were more likely to become depressed following stressful life events if 
they had more insecure attachment representations of their parents or close figures. 
Alessandri (1992) tested hypotheses specifying differential relations 
between maternal employment, children's perceptions of family and self, and 
academic achievement. One hundred forty-four low-income, single-parent mothers 
and their 10- to 12-year-old children were interviewed with the Family Belief 
Interview Schedule which assessed parent and child beliefs. Children also 
completed the Family Environment Scale, Self-Perception Profile, and 
achievement was determined through school records. Findings indicated that: (a) 
children with employed mothers perceived more cohesion and organization in their 
families and had greater self-esteem; (b) girls with mothers employed full-time 
perceived greater emphasis on independence and achievement in their families, 
greater scholastic competence, and had higher academic achievement; and, (c) 
children were more accurate in predicting maternal beliefs and mothers' beliefs 
were more congruent with children's self-beliefs in employed-mother families. 
37 
Review of Literature 
Joaquim et. al, (1993) conducted a study to examined measures of 
functional impairment and family relations in a sample of 62 adolescents with 
major depressive disorder (MDD) and 38 normal controls with no history of 
psychiatric illness. Ratings of the following domains were obtained: mother-child 
relations, father-child relations, spousal relations, sibling relations, peer relations, 
and school performance. Ratings of each domain for the 3-month period preceding 
the assessment were derived from information obtained using a semi-structured 
interview administered independently to the adolescents and one of their parents. 
Adolescents with MDD were found to have severe difficulties in all areas. Ninety 
percent of the depressed adolescents had scores greater than 2 SD above the mean 
of the normal controls on one or more of the domain ratings. In addition, 
adolescents with difficulties in parent-child relations were more likely than those 
adolescents without problems in family relations to have difficulties in peer 
relations and school performance. 
Cole and Mcpherson (1993) they investigated a multitrait-multimethod (or 
more precisely, a multidyad-multiperspective) approach to family assessment was 
used to investigate the relation of conflict, cohesion, and expressiveness in family 
subsystems to depression in a sample of 107 high school students. Confirmatory 
factor analysis and structural equation modeling revealed that (a) mothers' reports 
tended to be more reliable and adolescents' reports tended to be less reliable than 
others; (b) substantial differences existed between family dyads, thus calling into 
question the utility of global family constructs; (c) effects of marital conflict and 
cohesion on adolescent depression were entirely mediated by the parent-adolescent 
relationships; (d) father-adolescent conflict and cohesion were more strongly 
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related to adolescent depression than were mother-adolescent conflict and 
cohesion; and (e) expressiveness was unrelated to adolescent depression. 
Brage and Meredith (1994) examined how family strengths, parent-
adolescent communication, self-esteem, loneliness, age, and gender interrelates, 
and how this interaction influences depression in adolescents. The data were 
collected on a written questionnaire completed by 156 adolescents who ere 
attending public schools in four communities in the midwestem United States. 
They developed a causal model to explicate the relationships among the variables 
hypothesized to affect adolescents depression and analyzed the data using path 
analysis via the LISREL VII program. Results showed a good fit of the model to 
the data. Loneliness and self-esteem had a direct effect on adolescent depression. 
Self-esteem had an indirect effect on depression through loneliness. Age directly 
and indirectly influenced depression through loneliness. Gender was significantly 
related to depression through self-esteem. Family strengths indirectly affected 
depression through self-esteem. 
Lau andKwok (2000) examined the relationships among family 
environment, depression and self-concept of adolescents in Hong Kong. A multi-
domain perspective was adopted. The study involved a total of 2706 adolescents. 
Subjects were group administered a questionnaire containing the multi-domain 
Family Environment Scale (Moos & Moos, 1981), the multi dimensional 
depression scale - Reynolds Adolescent Depression Scale (Reynolds, 1987) and the 
Multi-domain Multi-Perspective Self-Concept Inventory (Cheung & Lau, 1996). 
Results showed that all the three domains of family environment (relationship, 
personal growth, and system maintenance) correlated significantly with the three 
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depression aspects (emotionality, lack of positive experience, and physiological 
irritation). The relationship domain of FES appeared to correlate more strongly 
than the other two domains with the depression aspects. The FES domains also 
correlated strongly and positively with the four domains of self-concept: academic, 
appearance, social, and general. Both the relationship domain and system 
maintenance domain correlated more strongly than the personal grow^ domain 
with the self-concept domains. Regression analyses showed that family 
relationship was most predictive of various aspects of depression and self-concept. 
Sex difference was found in the prediction of both boys' and girls' depression and 
self-concept. With boys, system maintenance was predictive only of self-concept. 
With girls, personal growth was predictive of depression, and personal growth and 
system maintenance were predictive of self-concept. Analysis of variance showed 
that students high on family relationship, personal growth, and system maintenance 
were low in different depression aspects, but high in various self-concept domains. 
It was concluded that a cohesive, orderly, and achieving family environment is 
conducive to more positive development in adolescents, in terms of lower 
depression and higher self-concept. 
Buboltz, Johnson and Woller (2003) examined the relationship between 
psychological reactance and dimensions of functioning in the family of origin. 
Psychological reactance is the tendency to exhibit resistance in relation to one's 
freedoms being restricted. Threw hundred participants completed the Therapeutic 
Reactance Scale (E. T. Dowd, C. R. Milne, 8c S. L. Wise, 1991), the Family 
Environment Scale (R. H. Moos & B. S. Moos, 1986), and demographic questions. 
Results showed that 5 family dimensions (i.e. cohesion, conflict, moral-religious 
emphasis, independence, and achievement orientation) significantly predicted 
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psychological reactance. Results also showed that college students from divorced 
families were more psychologically reactant than students from intact families. 
Johnson, Inderbitzen-Nolan & Schapman (2005) examined present-
oriented self-report measures to compare groups of socially anxious depressed, 
mixed socially anxious and depressed, and comparison youth on perceptions of the 
family environment, as assessed via the Family Environment Questionnaire (FEQ). 
Results indicated that the mixed and depressed groups rated their parents as being 
overly concerned with others' opinions, feeling ashamed of their performance, and 
restricting family sociability more than the socially anxious comparison groups. 
With respect of the later two groups, the socially anxious group rated their family 
environment more negatively than the comparison group on each of these 
variables. 
Rice et. Al (2006) studied family conflict interacts with genetic liability in 
predicting childhood and adolescent depression. They tested gene-environment 
interaction with depressive symptoms and family conflict. They first examined 
whether the influence of family conflict in predicting depressive symptoms is 
increased in individuals at genetic risk of depression. Second, they examined 
whether genetic component of variance in depressive symptoms increases as levels 
of family conflicts increases. They were used a longitudinal twin design. Children 
ages 5 to 16 were assessed approximately 3 years later to test whether the influence 
of family conflict in predicting depressive symptoms varied according to genetic 
liability. The conflict subscale of the Family Environment Scale was used to assess 
family conflict and mood and feelings questionnaire was used to assess depressive 
symptoms. The response rate to the questionnaire at time was 73% and 65% at 
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time second. Controlling for initial symptoms levels (i.e., internalizing at time 1), 
primary analyses were conducted using ordinary least-squares multiple regression, 
structural equation models, using raw score maximum likelihood estimation, were 
also fit to the data for the purpose of model fit comparison. Results suggested 
significant gene-environment interaction specifically with depressive symptoms 
and family conflict. Genetic factors were greater importance in the etiology of 
depressive symptoms where levels of family conflict were high. The effects of 
family conflict on depressive symptoms were greater in children and adolescents at 
genetic risk of depression. The present results suggested that the children with a 
family history of depression may be at an increased risk of developing depressive 
symptoms in response to family conflict. Intervention programs that incorporate 
one or more family systems may be of benefit in alleviating the adverse effect of 
negative family factors on children. 
Wisdom and Agnor (2006) interviewed 15 adolescents to examine how the 
views and behaviours of others influence teens' decisions about seeking care for 
depression. Using a grounded theory approach, they found that teens' families, 
peers, and siblings contributed uniquely to teens' decisions in seeking care for 
depression. Families may disclose a "heritage" of depression, and their choices 
about disclosing family mental health issues, previous treatment, and coping 
strategies affected teens' understanding of depression. Peer "depression guides," 
who had themselves experienced depression, provided teens with advice on 
recognizing depression, managing stigma, and seeking care. Siblings bridged the 
roles of peer and family, influencing teens' choices about accessing treatment. 
These findings suggest that family and peers should be included during teens' 
depression treatment. 
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Gray and Simpson (2007) conducted a study was to build upon previous 
literature on family and cognitive correlates of depression in youth while 
elucidating more specific cognitive-interpersonal pathways to depression around 
the transition from childhood to adolescent girls. Negative family environment was 
conceptualized in the current study as a chronic stressor for pre-and early 
adolescent girls. Participants were 131 girls aged 8 to 14, and their mothers. 
Participants completed self report measures of family environment and cognitive 
style about the self, causes, and consequences of negative events. Their mothers 
completed a self report measure of psychopathology. Participants also completed a 
diagnostic interview. Contrary to what was expected, mothers' reports of 
depression and other forms of psychopathology did not predict the level of 
depression in their daughters. Results indicated however that participants' reports 
of family environment, including the quality of family relationships and amount of 
social recreational activity, predicted their level of depression. Participants' 
reported that inferential styles about causes of stressful events and the self in 
relation to stressful events also predicted the level of depression. Finally, cognitive 
styles about causes and the self moderated the relationship between family 
environment and depression for middle school aged girls but not elementary school 
aged girls; however, the interaction operated differently as expected. For middle 
school girls with positive cognitive styles about the self and causes, the 
relationship between family environment and depression was stronger than for 
middle school girls with negative cognitive styles about the self and causes. 
Bouina et. al (2008) investigated that several genetic and environmental 
risk factors may change individual sensitivity to the depressogenic effects of these 
events. They examined modification by parental depression and gender, and 
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mediation of the former by temperament and family environment. Data were 
collected as part of a longitudinal cohort study of (pre) adolescents (n=2127). 
During the first wave at approximately age 11, they assessed parental depression, 
family functioning, perceived parenting behaviours, and temperamental finistration 
and fearfulness. At the second wave, about two and a half years later, stressful life 
events between the first and second assessment were assessed depressive problems 
were measured at both waves. Results indicated that adolescents with parents who 
had a (lifetime) depressive episode were more sensitive to the depressogenic effect 
of stressful events than adolescents without depressed parents. Furthermore, girls 
are more sensitive to these effects that boys. The modifying effect of parental 
depression was not mediated by temperament, family functioning and perceived 
parenting. The results suggested that gender and parental depression are associated 
with increased sensitivity to depression ai^ ter experiencing stressful life events 
during adolescence. 
Frojd et. al. (2008) investigated the associations between different levels of 
depression with different aspects of school performance. The target population 
included 2516 7th-9th grade pupils (13-17 years) of whom 90% completed the 
questiormaire anonymously in the classroom. Of the girls 18.4% and of the boys 
11.1% were classified as being depressed (R-Beck Depression Inventory (BDI), 
the Finnish version of the 13-item BDI). The lower the self-reported grade point 
average (GPA) or the more the GPA had declined from the previous term, the more 
commonly the adolescents were depressed. Depression was associated with 
difficulties in concentration, social relationships, self-reliant school performance 
and reading and writing as well as perceiving schoolwork as highly loadmg. The 
school performance variables had similar associations with depression among both 
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sexes when a wide range of depression was studied but gender differences 
appeared when studying the severe end of the depression scale. This study 
indicated that pupils reporting difficulties in academic performance should be 
screened for depression. 
Zuniga and Jacob (2009) studied to know the relation between depression 
and family conflicts in adolescents. The aim of their study was to examine the 
correlation between depression and familiar conflicts in adolescents who live in 
rural and urban communities in Tlaxcala, they identified differences in the degree 
of adolescents' depression according to their gender, as according to types of 
community (urban or rural) in which they lived. They used Family Envirormient 
Scale (FES) and Beck Depression Inventory (BDI) were used to evaluate 342 
participants with a mean age of 13.4 years. Analysis of data was accomplished by 
Pearson's correlation coefficient and variance analysis ANOVA. The results 
showed that depression w;as foimd to be negatively related to the family cohesion. 
Also, based in ANOVA, results showed that only the effects of relation were 
significant. 
Mason et. al, (2009) examined components of adolescents' social environment 
(social network, extracurricular activities, and family relationships) in association 
with depression. A total of 332 adolescents presenting for a routine medical check-
up were self-assessed for social network risk (i.e., smoking habits of best male and 
female fiiends), extracurricular activity level (i.e., participation in organized sports 
teams, clubs, etc.), family relationship quality (i.e., cohesion and conflict), and 
symptoms of depression (i.e., minimal, mild, moderate/severe). Results of a 
forward linear regression modeling indicate that social environment components 
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were associated with a significant proportion of the variance in adolescent 
depression (Adjusted R ^ = .177, p<.05). Specifically, adolescent females 
(P = .166, ^<.01) and those having more smokers in their social network 
(|3 = .107, p<.05) presented with significantly greater depression symptoms. 
Conversely, adolescents who engaged in more extracurricular activities (3 = -.118, 
p < .05) and experienced higher quality family relationships (3 = -.368, p < .001) 
presented with significantly lower depressive symptoms. These findings 
highlighted the important role that the social environment plays in adolescent 
depression, as well as yields new insights into socially-based intervention targets 
that may ameliorate adolescent depression. These intervention targets may be 
gender-specific, include positive social network skills training, increase 
adolescents' engagement in organized activities, and attend to the quality of their 
family relationships. 
2.3 STUDIES RELATED TO DEPRESSION AND SELF-EFFICACY 
Rosenbaum and Hadari (1985) hypothesize that different combination of 
judgments of personal efficacy and outcome expectancies characterize the thought 
structures of normal subjects and of psychiatric patients suffering from distinctly 
disorders. Normal subjects, depressed subjects, and paranoid subjects completed 
scales with which they measured beliefs in personal efficacy and beliefs that 
outcome are controlled either by chance or by powerfiil others, as well as a scale 
vvdth which they assessed perceived contingency of parental reinforcement. The 
major findings were as follows: (a) normal judged themselves to be more 
efficacious than did psychiatry subjects; (b)whereas depressive expected outcomes 
to be controlled by chance, paranoids expected outcomes to be under conti-ol of 
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powerful others; (c) among the normals, outcome expectancies were strongly 
associated with personal efficacy, but among the psychiatric patients, these beliefs 
were unrelated; (d) depressive and paranoid equally reported more noncontingent 
parental reinforcement than did normals; and (e) perceived contingency of parental 
reinforcement was predictive of outcome expectancies but not personal efficacy. 
The data suggested that low personal efficacy may be a distinguishing 
characteristic of all psychiatric patients, whereas outcome expectancies may 
determine the specific nature of the psychiatric disorder. 
Maciejwski et. el., (2000) conducted a study to estimate the effects of 
stressful life events on self-efficacy, and to examine self-efficacy as a mediator of 
the effect of stressfiil life events on symptoms of depression. They used a sample 
of 2858 respondents from the longitudinal Americans' Changing Lives study, path 
analyses were used to evaluate interrelationships between self-efficacy, life events 
and symptoms of depression controlling for a variety of potentially confounding 
variables. Separate models were estimated for those with and without prior 
depression. Results indicated that those with prior depression, dependent life 
events had a significant, negative impact on self-efficacy. For those without prior 
depression, life events had no effect on self-efficacy. They concluded that for those 
with prior depression, self-efficacy mediates approximately 40% of the effect of 
dependent stressful life events on symptoms of depression. 
Muris (2002) examined the relationships between self-efficacy and 
symptoms of affective disorders in a large sample of normal adolescents (n=596). 
Participants completed self-efficacy questionnaire for children and scales 
measuring trait anxiety/neuroticism, and symptoms of anxiety disorders and 
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depression. Results showed that low levels of self efficacy generally were 
accompanied by high levels of trait anxiety/neuroticism, anxiety disorders 
symptoms, and depressive symptoms. Some support was found for the notion that 
specific domains of self-efficacy are specially associated with particular types of 
anxiety problems, as social self-efficacy was most strongly connected to social 
phobia, academic self-efficacy to school phobia, and emotional self-efficacy, and 
emotional self-efficacy to generalized anxiety and panic/somatic. Finally when 
controlling for trait anxiety/neuroticism, self-efficacy still accounted for a small 
but significant proportion of the variance of symptoms of anxiety disorder and 
depression. 
Bray et. al (2003) investigated the relationship of self-efficacy for verbal 
fluency, academic self-efficacy for verbal fluency, academic self-efficacy and 
depression between adolescents who stutter and fluent speakers. Two separate 
discriminant fimction analyses were performed. The first analysis used the self-
eflicacy and depression scores as response variables and fluency classification as 
the grouping variable. Results indicated that self-efficacy for speech was the sole 
significant variable and accounted for 61% of the variance in group status. A 
second simplified discriminant fimction analysis was performed using speech self-
efficacy as the sole predictor of group membership. This single discriminant 
fimction correctiy classified 81% of the overall sample into their known groups. 
Further, classification for participants who did not stutter (95.2%) was better than 
for those who did stutter (67%0. Based on this and earlier research, adolescents 
appear to be capable of using self-efficacy scaling as a measure of confidence for 
verbal fluency which may eventually prove to be usefiil in treahnent. 
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Constantine et al (2004) examine self concealment behaviours and social 
self efficacy skills as potential mediators in the relationship between acculturative 
stress and depression in a sample of 320 African, Asian and Latin American 
international College students. They found that self concealment and social self 
efficiency did not serve as mediators in the relationship between African, Asian, 
and Latin American International Student's acculturative stress experiences and 
depressive symptomatology. 
Harmann et al. (2004) examine path models of the relationship of 
instrumentality expressiveness, and social self efficiency to shyness and depressive 
symptoms in college students. Models indicated strong relationship between social 
self efficiency and instrumentality; the relationship of instrumentality to depressive 
symptoms was mediated by its relationship to expressiveness. These fmdings 
provide new information on how gender role-related personality traits may be 
protective against depression. 
Peetsma et al (2005) focused on the relations between the self efficacy, 
social self concept, time perspectives, school uivestment and academic 
achievement of students in four different European coimtries and n different 
adolescence period. A total of 1623 students completed questionnaire. The 
relations between the concepts proved not to be specific to the western on the 
former commimist bloc countries studies. The expected general decline in 
investment and academic achievement over the adolescence period shawed up in 
all four countries student. Contrary to their hypothesis, however, tins decline could 
not be explained by growing influences of either social self concept time 
perspectives regarding personal development on their investment. In fact, the 
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effects of social self concept were strongest for the youngest adolescence group. 
Students' social self concept was the best predictor for their investment, while self 
efficacy proved to predict academic achievement best in all adolescence periods. 
Kennard et. al (2006) examined the cross sectional and longitudinal 
associations among cognitive variables and depressive symptoms among African, 
American, Caucasian, and Hispanic adolescents in the United States. Community 
adolescents (N=450) ages 14-18 years provided information regarding their 
depressive symptoms and cognitions at two surveys, 6 months apart. Self-efFicacy, 
cognitive errors, and hopelessness were associated with concurrent depressive 
symptoms at baseline. The findings demonstrated support for the cognitive model 
of depression across ethnic groups. The importance of controlling for social class 
when examined ethnic differences in psychological variables was highlighted by 
their findings. 
Chen et. ai (2006) conducted a study to assess self-efficacy and relationship 
harmony (peer and family) among adolescents in Hong Kong and United States. 
Cross-cultural theories of individualism and collectivism have stimulated the 
development of the personal constructs of independence and interdependence to 
help us understand the working out of their cultural dynamic. To delineate the 
contributions of both personal or independent and interpersonal or interdependent 
predictors of depressive symptomatology, by applying both level- and structure-
oriented techniques, they tested cultural differences in the levels of the constructs 
and their linkage across gender and culture. The path leading from self-efficacy to 
depressed symptoms were significantly sfronger for American adolescents than for 
Hong Kong adolescents, whereas the path of relationship harmony was statistically 
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equivalent across two cultures. Both pathways supplemented one another in their 
effects on depressive symptomatology in both cultures, underscoring the 
importance of managing both agency and communion in promoting psychological 
health. 
Scott et. al (2008) examined the relationship between cognitive self-
regulatory processes and depression in American and Indian adolescents from a 
Northern Plains tribe. Students completed measures of negative life events, self-
efficacy, goals, and depressive symptoms. Results indicated that academic self-
efficacy was strongly associated with depression. Academic self-efficacy also 
correlated with intrinsically motivating goal representations, such that students 
who indicated high academic self-efficacy had goals that were more important to 
them, goals they thought more about, and goals they viewed as wanted by the self 
instead of as imposed on by others. However, they did not find the hypothesized 
meditational model in which academic self-efficacy influence depression indirectly 
by influencing goal characteristics. Rather, this indirect model varied by grade, and 
differed from what the expected. Specifically, for older adolescents, higher levels 
of academic self-efficacy predicted goals that were more likely to be identified as 
the adolescent's ovm, and in turn, these self- as opposed other- oriented goals 
predicted higher levels of depressive symptoms. 
2.4 STUDIES RELATED TO FAMILY ENVIRONMENT AND SELF-
EFFICACY: 
Joshi, Sharma and Mehra (2009) planned a study to find out the 
relationship between parenting style, self-efficacy and depression among 
adolescents. The sample of the study involved 185 adolescents in the age range of 
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14 to 16 years along with their parents. The adolescents were assessed with Self 
Efificacy Questionnaire (Muris, 2000), children Depression Inventory (Kovacs, 
1981) whereas parents were administered with Parenting Authority questionnaire-
R (Ritman, 2002). The data were analyzed by using Pearson's Product Moment 
method of correlation and stepwise regression analysis. The results showed that (i) 
all the measures of self-efficacy have significant negative correlation with the 
measure of depression, (ii) Authoritarian parenting style has significant positive 
correlation with measure of depression, (iii) Authoritative parents have 
significantly negative correlation with depression, (iv) the stepwise regression 
analysis found three pertinent predictors of depression i.e. emotional self efficacy, 
permissive and authoritarian parenting style among adolescents. 
The above mentioned survey of literature revealed the important of family 
climate and self efficacy as correlates of depression in adolescents. These studies 
highlighted the quality of family relationship (Cohesion orderliness warmth and 
expressiveness) and depression. It also indirectly influence on depression through 
self-efficacy. It was observed that a good family environment is conducive to more 
positive development and in term of lower depression. 
Main objectives of the study: 
• To examine the predictors of depression among adolescents from different 
dimension of family environment and self-efficacy. 
• To explore the relationship of dimensions of family environment and self-
efficacy with depression in male and female group. 
• To explore the relationship of dimensions of family environment and self-
efficacy with depression in professional group and non-professional group. 
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CHAPTER 3 
METHODOLOGY 
The purpose of present research was to study of depression and its relation 
with perceived family environment and self-efficacy among adolescents. The 
details of the methodological steps are as follows: 
3.1 DESIGN OF THE STUDY: Correlation co-efficient, multiple regression 
analysis and t-test was used to find out how perceived family environment and 
self-efficacy is associated with depression among adolescents belonging to 
different faculty of studies and male and female undergraduate students. 
3.2 SAMPLE: Random sampling technique was adopted in conductmg the present 
investigation. In this technique every individual had the equal probability of being 
selected. It was an appropriate sampling technique to be opted in every context of 
present research problem. For the present research investigation a comprising of 
300 students sample was randomly drawn from different school, colleges and 
faculty of studies (professional students=MBBS and Engineering; Non-
professional students=X, XII, and undergraduates from Science, Social Science 
and Arts Faculty) of boys and girls, Aligarh Muslim University, Aligarh. Age of 
the subject ranged between 13 to 19 years. This study was conducted to explore the 
relationship of dimensions of family environment and self-efficacy with depression 
in male and female group. The characteristics and breakup of the sample is as 
follows: 
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Break-up of the sample gender wise: 
SAMPLE GROUP 
Male 
Female 
Total 
SAMPLE SIZE 
N=150 
N=150 
N=300 
The present study also investigated the relationship of dimensions of family 
environment and self-efficacy with depression in professional group and non-
professional group. 
Breakup of the sample according to faculty of studies: 
SAMPLE GROUP 
Professional courses students 
Non-professional courses students 
Total 
SAMPLE SIZE 
N=100 
N=200 
N=300 
3.3 TOOLS: 
The following tools were used to measure depression, perceived family 
environment and self efficacy of adolescents. 
(1) Beck Depression Inventory (BDI) 
(2) Family Environment Scale (FES) 
(3) Self-Efficacy Scale (SES) 
A detailed description of these scales are as follows: 
54 
Methodology 
3.4 BECK DEPRESSION INVENTORY-II:- In the present study, Beck 
Depression Inventory Second Edition (BDI-II, 1996) was used. BDI-II is a 21-item 
self report instrument intended to assess the existence and severity of symptoms of 
depression as listed in the American Psychiatric Association's Diagnostic and 
Statistical Manual of Mental Disorders Forth Edition (DSM-IV; 1994). This new 
revised edition replaces the BDI and BDI-IA, and includes items intending to 
index symptoms of severe depression, which would require hospitalization. Items 
have been changed to indicate increases or decreases in sleep and appetite, items 
labeled body image, work difficulty, weight loss, and somatic preoccupation were 
replaced with items labeled agitation, concentration difficulty and loss of energy, 
and many statements were rewarded resulting in a substantial revision of the 
original BDI and BDI-IA. When presented with the BDI-II, a patient is asked to 
consider each statement as it relates to the way they have felt for the past two 
weeks, to more accurately correspond to the DSM-IV criteria. 
SCORING- Each of the 21 items corresponding to symptom of depression is 
summed to give a single score for the BDI-II. There is a four point scale for each 
item ranging from 0 to 3. on two items (16 and 18) there are seven options to 
indicate either an increase or decrease of appetite and sleep. Total score of 0-13 is 
considered minimal range, 14-19 is mild, 20-28 is moderate, and 29-63 is severe. 
RELIABILITY- BDI has been used for 35 years to identify and asses depressive 
symptoms, and has been reported to be highly reliable regardless of the 
population. It has a high coefficient alpha, (.80) its constructed validity has been 
established, and it is able to differentiate depressed fi-om non-depressed patients. 
For the BDI-II the coefficient alphas (.92 for outpatients and .93 for the college 
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students) were higher than those for the BDI-IA 9.86). The correlations for the 
corrected item-total were significant at .05 level (with a Bonferroni adjustment), 
for both the outpatient and college student sample. Test-retest reliability was 
studied using the response of 26 outpatients who were tested at first and second 
therapy sessions one week apart. There was a correlation of .93, which was 
significant at p< .ol. the mean score of the first and second total score were 
comparable with a paired t (25)=1.08, which was not significant. 
VALIDITY- One of the main objective of this new version of BDI was to have it 
conform more closely to the diagnostic criteria for depression, and items were 
added, eliminated and rewarded to specifically asses the symptoms of depression 
listed in DSM-IV and that increase the content validity of the BDI was assessed by 
administration of BDI-IA and the BDI-II to tow sub-samples of outpatients 
(N=191). The order of was counterbalanced and at least one other measure was 
administered between these two version of BDI, yielding a correlation of .93 
(p«.01) and means of 18.92 (SD-11.32) and 21.88 (SD=12.69) the mean BDI-II 
score being 2.96 point higher than the BDI-IA. A calibration study of the two scale 
was also conducted, and the results are available in the BDI-II manual. Consistent 
with the comparison of mean differences, the BDI score are 3 points higher than 
the BDI-IA scores in the middle of the scale. Factorial validity has been 
established by the inter-correlations of the 21 items calculated from the sample 
responses. 
3.5 Family Environment Scale:- The family environment scale was developed by 
Vohra (1998). The family environment scale (FES) was developed as a means to 
get information about the family environment in a rapid, objective and 
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standardized manner. It is appropriate for use with ages of 10 years and above, 
throughout adulthood. It includes 98 items statements and number of items for 
each dimension are divided equally. Each statement has two possible answers. 
Family environment is based upon dimensional theory, whereas several 
dimensions measured together give a complete and comprehensive picture of one's 
family environment, present scale uses seven such clearly defined, independent 
dimensions to measure family environment. However, it should mentioned here 
that none of these dimensions alone can clearly give a picture of the whole family 
environment. The psychological meaning of the each dimension is described here 
that each dimension is independent of each other and plays dominant role in the 
family environment. 
1. Competitive Framework (Cf) - the importance shown to achievement 
oriented or competitive activities (such as school, work etc.) by the family 
members. 
2. Cohesion (Co) - the degree of commitment, help, support, cahn and 
cohesion displayed by the family members. 
3. Expression (Ex) - the extent to which family members are encouraged to 
act openly and express their feelings directly. 
4. Independence (In) - the extent to which family members are independent, 
self-sufficient, assertive, and make their ovm decisions. 
5. Moral Orientation (Mo) - the degree of emphasis shown on ethical, moral 
and religious issues and values by the family members. 
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6. Organization (Or) - the degree of importance given by the family members 
to clear organization, structure planning, and responsibilities. 
7. Recreational orientation (Ro) - the extent of participation in social, 
recreational, political, intellectual and cultural activities by the family 
members. 
This scale is a power test (i.e. there is no time limit), but it usually requires 
around 20-25 minutes for the subject of average reading ability to finish FES. 
Scoring 
Scoring procedure of the FES is very objective and simple. Transparent 
stencil scoring key for answer sheet is available for this purpose. There are some 
steps mentioned below to do the scoring as follows: 
1. Before starting the scoring procedure, examiner should ensure that the 
subject has answered all the questions. If more than 10 questions are 
skipped, the test is invalid and should not be scored. This should, however, 
be checked and corrected during administration of the test. 
2. Examiner should also ensure that each answer has one and only one 
answer. 
3. Once this is done, place the transparent stencil scoring key over the answer 
sheet. Be sure that it is aligned properly with the outer box printed on the 
body of the answer sheet and the scoring key. 
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4. Please note that each scores either 1 or 0 as indicated by numbers printed 
above the boxes. 
5. Each item in this scale measures more dimension as indicated in the key. 
6. Add the score horizontally for each dimension and write it in the space 
provided for that dimension on the right hand side of the answer sheet. 
7. For dimension 'Vi' use 'Vi score key'. Compare answers through 
corresponding boxes, if the answer is same, give a score of 1. If the answer 
is different, no score is given. Add the score and note it down in the bottom 
of the answer sheet. 
8. Convert these raw scores to sten scores to by procedure mentioned in 
norms. 
Norms for FES 
In many research applications of FES, the examiner have no need to 
convert the raw score obtained with the scoring key to standard scores. The norm 
tables presented here are for the conversion of raw scores into the sten scores. The 
term 'sten' comes from the 'standard ten', i.e. sten scales are standard scores with 
a ten point range and they are distributed over ten equal intervals of standard score 
points, from 1 to 10. For example to convert raw score of dimension Cf, find raw 
score of dimension Cf in the row Cf and read the corresponding sten score on the 
top or bottom column of 'Sten' scores. Do likewise for other dimension also. The 
sten of 4-7 indicates average score, sten of 8-10 indicates high and extremely high 
score and sten of 1-3 indicates low and extremely low scores. 
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Reliability of FES 
The reliability of internal consistency is important to study, i.e., the 
agreement of dimension scores with itself under some change of conditions. The 
internal consistencies (Cronbach's Alpha) for each of the seven FES subscales. 
The internal consistencies are all in an acceptable range, varying from moderate for 
independence and competitive framework to substantial for cohesion, organization, 
recreational, and religious orientation. 
Test-retest Reliability and Profile Stability. Test-retest reliabilities of 
individuals for the seven subscales were calculated over 1000 individuals with an 
eight-week interval between testing. The test-retest reliabilities are all in an 
acceptable range, varying from a low of .78 for independence to a high of .89 for 
cohesion. 
For calculating split-half reliability, a trial run of the present scale 
conducted on more than 300 individuals. The scale was divided into two parts 
using odd-even method and care was taken to ensure that each half contained more 
or less the same number of questions. 
Internal Consistencies, Test-Retest Reliabilities and Split half Reliability 
Dimension 
Competitive Framework(Cf) 
Cohesion (Co) 
Expression (Ex) 
Independence (In) 
Moral Orientation (Mo) 
Organization (Or) 
Recreational orientation (Ro) 
Internal 
Consistency 
.68 
.78 
.71 
.75 
.78 
.76 
.72 
Test-retest 
Reliability 
.79 
.89 
.80 
.78 
.32 
.81 
.82 
Split-half 
Reliability 
.82 
.91 
.84 
.81 
.85 
.84 
.86 
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The seven subscale scores were intercorrelated separately on samples of 
husband and wives and sons and daughters drawn from normal and 266 distressed 
families. The intercorrelations shown in the table indicate that the subscales 
measure distinct though somewhat related aspects of family social environments. 
Cohesion and organization are positively correlated. There are negative 
correlations between cohesion and expression. The intercorrelations are quite 
similar for parents and children. 
Intercorrelations 
Dimension 
Cf 
Co 
Ex 
In 
Mo 
Or 
Ro 
Cf 
~ 
Co 
.11 
~ 
Ex 
-.05 
.40 
— 
In 
-.01 
.28 
.24 
~ 
Mo 
.26 
.20 
.01 
-.05 
~ 
Or 
.30 
.01 
-.01 
.09 
.27 
~ 
Ro 
.09 
.27 
.31 
.24 
.04 
.12 
~ 
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Validity Coefficients of FES 
Dimension 
Cf 
Co 
Ex 
In 
Validity Coefficient 
.84 
.83 
.77 
.82 
Dimension 
Mo 
Or 
Ro 
Validity Coefficient 
.80 
.79 
.80 
3.6 PERSONAL-EFFICACY SCALE:- The personal efficacy scale developed 
by Singh and Kumari (1989) was used. There are 28 items, out of it, item number 
14, 17, 19 are false keyed, each item has to be rated on 5-point scale on the 
continuum of strongly agree to strongly disagree. The possible score for each of 
the items arranged fi-om 5-1. In case of false keyed items the scoring procedure 
will be reversed, from strongly disagree to strongly agree with a range of score 5-1 
respectively. The personal-efficacy of a subject to be determined by arithmetic 
summation of score of the subject on all the 28 items. The minimum scores of a 
subject on this scale to be 28 and the maximum possible will be 140, the high score 
indicate high level of personal-efficacy and low score is indicative of low level of 
personal efficacy. The classification of high, moderate and low level of efficacy of 
the subjects can be determined on the basis of Ql and Q3. The subjects having the 
score below Ql may be put in the category of low personal-efficacy group whereas 
individuals having above Q3 score may be placed in high efficacy group. Subjects' 
scores falling between Ql and Q3 can be placed in moderate efficacy group. 
The split-half reliability co-efficient of this scale was found to be 0.72. the 
score "social Reaction Inventory Rosenburg", "Self-esteem questionnaire" was 
used as the validation criteria for this scale. 
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3.7 Biographical Information Blank (BIB):- BIB was prepared, that includes 
respondent name, age, sex, class, faculty of studies, father/mother name and 
occupation. 
3.8 DATA COLLECTION PROCEDURE: 
The data were collected from the students studying in X, XII and 
undergraduates of Aligarh Muslim University, Aligarh. The investigator 
administered tests in groups. After getting their consent subjects were given a set 
of questionnaire in which Beck Depression Inventory-II, Family Environment 
Scale and Self-Efficacy Scale were attached as a booklet form. The researcher 
established a rapport with the subjects and requested them to fill the demographic 
information first. After that the Beck Depression Inventory-II was administered. 
The researcher read the instruction loudly to the subjects and explain how to fill 
the questionnaire. If any difficulty was encountered by any subject, the researcher 
explained the events of BDI-II verbally and help them to understand the item. 
After completing BDI-II, the researcher explained about Family Environment 
Scale and ask the subjects to give their frank responses. Similarly Self-Efficacy 
Scale was also filled by the participants. The researcher assured the subjects that 
their mformation should be kept confidential and it would be used only for 
research purpose. Subjects generally took 40 to 45 minutes to complete all the 
scales. When all participants completed the questionnaires, they were thanked by 
the researcher for their cooperation. 
Scoring of the responses was done according to the procedures described 
for each questionnaire in the manual. 
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Tabulation of data was done very carefully for analyzing the data. Once the 
data were collected, researcher transforms and summarizes data so that result can 
be interpreted and communicated in a briefly comprehensive manner. So, statistical 
methods are very important. Statistics, using probability theory and mathematics, 
simply make the process more exact. In other words it is to say that through 
statistics we always make inferences, attach probabilities to various outcomes or 
hypotheses, and make decision on the basis of statistical reasons. Selection of an 
appropriate statistics is very important objective for the study which helps in 
drawing the precise and accurate inferences. 
3.9 STATISTICAL ANALYSIS 
The following statistical analyses were used to analyze the data: 
1. Correlation of matrix was used to find out the relationship between 
independent and dependent variables. 
2. Multiple regression analysis was calculated to identify the significant 
predictors for depression. 
3. T-test was applied to ascertain the differences between high self-efficacy 
group and low self-efficacy group in terms of their score on depression. 
4. T-test was also used to know the extent of difference between male and 
female, professional and non- professional in terms of their scores on 
depression, self-efficacy and dimension of family environment scale. 
5. Finally t-test was applied on different level of depression (normal, mild, 
moderate and severe) in terms of their score on self-efficacy and the 
dimension of family environment scale. 
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4. T-test was also used to know the extent of difference between male and 
female, professional and non- professional in terms of their scores on 
depression, self-efRcacy and dimension of family environment scale. 
5. Finally t-test was applied on different level of depression (normal, mild, 
moderate and severe) in terms of their score on self-efficacy and the 
dimension of family environment scale. 
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RESULTS 
CHAPTER 4 
RESULTS 
The purpose of the present study is :-
To examine the predictors of depression among adolescents from different 
dimensions of family environment and self-efficacy. 
To explore the relationship of dimensions of family environment and 
self-efficacy with depression in male and female groups. 
To explore the relationship of dimensions of family environment and 
self-efficacy with depression in professional group and non-professional 
group. 
Table 4.1 
Step-wise Regression Analysis Dependent Variable: Depression. 
Independent Variable: Moral Orientation, Independence, Competitive 
Framework (whole Sample) 
Predictor 
Moral 
Orientation 
Independence 
Competitive 
Framework 
R 
.330 
.352 
.373 
R-
Square 
.109 
.124 
.139 
R-
Square 
change 
.109 
.015 
.015 
Beta 
-3.30 
-.123 
-.129 
F 
36.458 
21.030 
15.985 
t 
-6.038 
-2.259 
2.299 
Sig 
.000 
.025 
.022 
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The result of regression analysis on family environmental scale score point 
out three predictors that met the criteria to entry in the equation. Family 
environment dimension. Moral Orientation, contributed maximum to the prediction 
of depression. The multiple R for this predictor is .330 and R-Square = .109, F= 
36.458, P>.01, which means that moral orientation accounted for 10% of variance 
in the criterion variable that is depression. At the second step, FE (Independence) 
entered with multiple R= .352 and R-Square= .124, F= 21.030, P>.01 and R-
Square Change= .015. this implies that FE (Independence) explain 12% variance in 
the criterion variable jointly with moral orientation and 15% variance if considered 
alone. FE (Competitive Framework) entered regression equation at the third step, 
increasing multiple R to .373. The R-Square is equal to .139, F= 15.985, P>.01 and 
R-Square change is .015. These results indicate that FE (CF) Account for 13% of 
variance together with FE ( Moral Orientation) and FE (Independence) and only 
15% of variance, when taken alone. 
Table 4.2 
Step-wise Regression Analysis Dependent Variable; Depression. 
Independent Variable: Moral Orientation (Male) 
Predictor 
Moral 
Orientation 
R 
.235 
R 
Square 
.055 
R2 
change 
.055 
Beta 
-.235 
F 
8.643 
T 
-2.940. 
Sig 
.004 
The regression analysis indicate that the dimension of family environment 
scale moral orientation is a significant predictor of depression having muhiple R= 
.235 and R-Square= .55, F= 8.643, P>.05. this implies that 5.5 % of variance 
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explained by moral orientation. The regression co-efFicient Beta of moral 
orientation indicates the negative direction of influence. 
Table 4.3 
Step-wise Regression Analysis dependent variable: Depression. 
Independent Variable: Moral Orientation, Independence (Female) 
Predictor 
Moral 
Orientation 
Independence 
R 
.435 
.465 
R-Square 
.189 
.217 
R-Square 
change 
.189 
.027 
Beta 
-.435 
-.167 
F 
34.537 
20.330 
t 
-5.877 
-2.270 
Sig 
.000 
.025 
The regression analysis is computed to estimate the extents of variance in 
depression. Moral orientation (FES) is a significant predictor of depression having 
multiple R= .435 and R-Square= .189, F= 34.537, P>.01. This implies that 18% of 
variance in the Outcome variable that is depression explained by moral orientation. 
At the step two. Independence entered the regression equation an increase multiple 
R= .465. The R-Square= .217, F= 20.330, P>.01 and R-Square Change=.027, 
explain the 21% in the depression. The regression co-efficient (Beta of moral 
organization and independence) indicate that direction of influence was negative. 
Table 4.4 
Step-wise Regression Analysis dependent variable: Depression. 
Independent Variable: Moral Orientation, Cohesion, Recreational 
Orientation (Professional courses students) 
Predictor 
Moral 
Orientation 
Cohesion 
Recreational 
Orientation 
R 
.344 
.401 
.463 
R-Square 
.118 
.161 
.214 
R-Square 
change 
.118 
.042 
.053 
Beta 
-.344 
-.222 
.251 
F 
13.174 
9.288 
8.724 
t 
-3.630 
-2.209 
2.556 
Sig 
.000 
.030 
.012 
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The regression equation was computed to estimate the extent of variance in 
depression. The most significant predictor of depression was found moral 
orientation dimension of family environment scale having multiple R= .344 and R-
Square= .118, F= 13.174, P>.05 and R-Square Change= .118, explain 11% 
variance in the outcome variable i.e. depression explained via moral orientation 
(FES). At the step two, FES (Cohesion) entered regression equation and increased 
multiple R= .401. The R-Square- .161, F= 9.288, P<.05 and R-Square Change= 
.042, explain that 16% of variance in the criterion variable jointly with moral 
orientation and 4% variance if considered alone. FES (Recreational Orientation) 
entered the regression equation at third step, increasing multiple R to .463, R-
Square= .214, F= 8.724, P<.05 and R-Square change= .053, explain that 21% of 
variance in the criterion variable jointly with FE (Mo) and FE (Co) and only 5% of 
variance, when taken alone. 
Table 4.5 
Step-wise Regression Analysis dependent variable: Depression. 
Independent Variable: Moral Orientation, Independence 
(Non-Professional Courses Student) 
Predictor 
Moral 
Orientation 
Independence 
R 
.337 
.372 
R-Square 
.114 
.138 
R-Square 
change 
.114 
.025 
Beta 
-.337 
-.159 
F 
25.421 
15.812 
t 
-5.042 
-2.369 
Sig 
.000 
.019 
The regression analysis indicated that moral orientation is a significant 
predictor of depression having multiple R- .337 and R-Square= .114, F= 25.421, 
P>.01 and R-Square change= .114 explam 11% of variance in the outcome variable 
in depression is explained via moral orientation (FES). At step two, FES 
(Independence) entered the regression equation and increased multiple R= .372, 
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and R-Square= .138, F= 15.812, P>.05 and R-Square Change= .025 explain that 
13% of variance in the criterion variable jointly with moral organization and 2.5% 
of variance, when taken alone. 
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Table 4.7 
Summary of the Comparison of Depression scores of male and female 
Variable 
Depression 
Gender 
Male 
Female 
N 
150 
150 
Mean 
15.413 
15.457 
SD 
8.510 
8.326 
t-value 
0.007 
Table shows mean and SD of male and female on depression. The value in 
the table indicate that there is non-significant difference between male and female 
Table 4.8 
Summary of the Comparison of Self-Efficacy scores of male and female 
Variable 
Self-
Efficacy 
Gender 
Male 
Female 
N 
150 
150 
Mean 
95.173 
91.520 
SD 
11.138 
10.902 
t-value 
2.861** 
* * indicate significant at .01 
Table indicates that there is significant difference between male and female 
on self-efficacy. Male students (mean=95.173) scored significantly higher as 
compared to female students (mean=91.520) on self-efficacy scale. 
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Table 4.9 
Summary of the Comparison of Family environment and its dimensions 
of male and female students 
Variable 
Competitive 
framework 
Cohesion 
Expression 
Independence 
Moral 
orientation 
Organization 
Recreational 
Orientation 
Gender 
Male 
Female 
Male 
Female 
Male 
Female 
Male 
Female 
Male 
Female 
Male 
Female 
Male 
Female 
N 
150 
150 
150 
150 
150 
150 
150 
150 
150 
150 
150 
150 
150 
150 
Mean 
9.387 
9.147 
9.227 
9.380 
8.260 
9.807 
8.413 
8.220 
10.327 
10.453 
8.727 
8.860 
6.427 
7.207 
SD 
1.854 
1.687 
2.400 
2.331 
2.904 
10.473 
1.987 
2.129 
2.576 
2.402 
2.852 
2.556 
2.149 
2.067 
t-value 
1.854 
0.559 
1.737 
0.810 
0.439 
0.425 
3.194** 
** significant level at .01 
From table it is observed that there is a non significant difference between 
male and female students on six out of seven dimensions of family environment. 
The significant difference is found only on one dimension of family environment 
that is recreational orientation. Female students (mean=7.207) as compared to male 
students (mean=6.427) scored significantly higher on recreational orientation, 
dimension of family environment. 
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Table 4.10 
Summary of the comparison of Depression scores of professional courses 
students and non-professional courses students 
Variable 
Depression 
Group 
Professional 
Non-
Professional 
N 
100 
150 
Mean 
14.900 
15.630 
SD 
7.199 
8.956 
t-value 
0.706 
Table indicates that there is not significant difference between professional 
and nonprofessional course students on depression. 
Table 4.11 
Summary of the comparison of Self-Efficacy scores of professional courses 
students and non-professional courses students 
Variable 
Self-
Efficacy 
Group 
Professional 
Non-
Professional 
N 
100 
150 
Mean 
91.260 
94.390 
SD 
11.155 
11.033 
t-value 
2.300** 
** significant level at .01 
Table shows that there is significant difference between professional and 
non-professional courses students on self-efficacy. Non-professional courses 
students (mean=94.390) scored higher as compared to professional courses 
students (mean-91.260) on self-efficacy. 
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Table 4.12 
Summary of the comparison of Family environment and its dimensions of 
professional courses students and non-professional courses students 
Variable 
Competitive 
framework 
Cohesion 
Expression 
Independence 
Moral 
orientation 
Organization 
Recreational 
Orientation 
Gender 
Professional 
Non-professional 
Professional 
Non-professional 
Professional 
Non-professional 
Professional 
Non-professional 
Professional 
Non-professional 
Professional 
Non-professional 
Professional 
Non-professional 
N 
100 
200 
100 
200 
100 
200 
100 
200 
100 
200 
100 
200 
100 
200 
Mean 
9.110 
9.345 
8.810 
9.550 
9.790 
8.655 
8.280 
8.335 
10.050 
10.560 
8.080 
9.150 
6.610 
6.920 
SD 
1.794 
1.762 
2.335 
2.345 
12.596 
12.908 
1.833 
2.166 
2.617 
2.408 
3.052 
2.443 
2.059 
2.278 
t-value 
1.079 
2.572** 
1.199 
0.217 
1.674 
3.272** 
1.179 
** significant level at .01 
Table shows that there is non significant difference between professional 
and non-professional courses students on five out of seven dimensions of family 
environment. The significant difference is found on two dimension of family 
environment these are cohesion and organization. Non-professional courses 
students (mean=9.550 and 9.150 respectively) as compared to professional courses 
students (mean-8.810 and 8.080 respectively) significantly higher on cohesion and 
organization. 
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Table 4.13 
Summary of the comparison between high and low self-efficacy 
on depression (overall) 
Variable 
Depression 
Group 
Overall 
Level of self-
Efficacy 
Low 
High 
N 
77 
81 
Mean 
15.57 
16.12 
SD 
7.392 
9.700 
t-value 
-.401 
The mean and t-value show non-significant difference between high and 
low self-efficacy group. 
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Table 4.14 
Summery of the comparison between normal and Mild Depression on Self-
Efficacy and Dimensions of Family Environment Scale 
Variables 
Self-EfFicacy 
Competitive 
Framework 
Cohesion 
Expression 
Independence 
Moral 
Orientation 
Organization 
Recreational 
Orientation 
Level of 
Depression 
Normal 
Mild 
Normal 
Mild 
Normal 
Mild 
Normal 
Mild 
Normal 
Mild 
Normal 
Mild 
Normal 
Mild 
Normal 
Mild 
N 
142 
81 
142 
81 
142 
81 
142 
81 
142 
81 
142 
81 
142 
81 
142 
81 
Mean 
94.39 
91.60 
9.33 
8.96 
10.01 
8.56 
9.32 
8.40 
8.65 
8.16 
11.24 
9.98 
9.25 
8.11 
6.94 
6.78 
SD 
10.238 
12.099 
1.844 
1.624 
2.423 
2.345 
2.819 
2.914 
2.042 
1.907 
2.069 
2.505 
2.654 
2.775 
2.288 
1.884 
t-value 
1.830 
1.495 
4.373** 
2.320* 
1.781 
4.059** 
3.041** 
.530 
**Indicate significant at .01 
* Indicate significant at .05 
Table show that there was not significant difference between normal and 
mild depressive group of subjects on self-efficacy. The significant difference were 
found on four dimension of family environment that were cohesion, expression, 
moral orientation and organization. Normal group of subjects (mean=10.01, 9.32, 
11.24 and 9.25 respectively) as compared to mild depressive group of subjects 
(mean=8.56, 8.40, 9.98 and 8.11 respectively) scored significantly higher on 
cohesion, expression, moral orientation and organization. "^ S^  
-^-sni 
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Table 4.15 
Summery of the comparison between normal and Moderate Depression on 
Self-Efficacy and Dimensions of Family Environment Scale 
Variables 
Self-Efficacy 
Competitive Framework 
Cohesion 
Expression 
Independence 
Moral Orientation 
Organization 
Recreational Orientation 
Level of 
Depression 
Normal 
Moderate 
Normal 
Moderate 
Normal 
Moderate 
Normal 
Moderate 
Normal 
Moderate 
Normal 
Moderate 
Normal 
Moderate 
Normal 
Moderate 
N 
142 
54 
142 
54 
142 
54 
142 
54 
142 
54 
142 
54 
142 
54 
142 
54 
Mean 
94.39 
91.52 
9.33 
9.24 
10.01 
8.78 
9.32 
7.57 
8.65 
7.81 
11.24 
9.30 
9.25 
8.67 
6.94 
6.35 
SD 
10.238 
9.958 
1.844 
1.883 
2.423 
1.766 
2.819 
2.668 
2.042 
2.001 
2.069 
2.752 
2.654 
2.426 
2.288 
1.915 
t-value 
1.770 
.304 
3.417** 
3.923** 
2.587** 
5.340** 
1.415 
1.668* 
**Indicate significant at .01 
* Indicate significant at .05 
Table shows that there was not significant difference on self-efficacy 
between normal and moderate level of depressive group of subjects. The 
significant difference were foimd on five dimensions of family environment which 
were cohesion, expression, independence, moral orientation and recreational 
orientation. Normal group of subjects (mean==10.01, 9.32, 8.65, 11.24 and 6.94 
respectively) as compared to moderate level of depressive subjects (mean=8.78, 
7.57, 7.81, 9.30 and 6.35 respectively) scored significantly higher on cohesion, 
expression, independence, moral orientation and recreational orientation. 
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Table 4.16 
Summery of the comparison between normal and Severe Depression on Self-
Efficacy and Dimensions of Family Environment Scale 
Variables 
Self-Efficacy 
Competitive Framework 
Cohesion 
Expression 
Independence 
Moral Orientation 
Organization 
Recreational 
Orientation 
Level of 
Depression 
Normal 
Severe 
Normal 
Severe 
Normal 
Severe 
Normal 
Severe 
Normal 
Severe 
Normal 
Severe 
Normal 
Severe 
Normal 
Severe 
N 
142 
23 
142 
23 
142 
23 
142 
23 
142 
23 
142 
23 
142 
23 
142 
23 
Mean 
94.39 
97.30 
9.33 
10.00 
10.01 
8.78 
9.32 
7.74 
8.65 
7.96 
11.24 
9.17 
9.25 
8.65 
6.94 
7.30 
SD 
10.238 
14.695 
1.844 
1.477 
2.423 
2.235 
2.819 
2.767 
2.042 
2.602 
2.069 
2.516 
2.654 
3.099 
2.288 
2.548 
t-value 
1.183* 
1.165* 
2.284* 
2.496* 
1.461 
4.304** 
.984 
.704 
**Indicate significant at .01 
* Indicate significant at .05 
Table shows that there was significant difference between normal and sever 
level of depressive group of subjects. The significant difference were found four 
out of seven dimension of family environment which were competitive, cohesion, 
expression and moral orientation. Normal group of subjects (mean=10.01, 9.32 and 
11.24 respectively) as compared to severe level of depressive group of subjects 
(mean=8.78, 7.74 and 9.17 respectively). Severe level of depressive group of 
subjects (mean=97.30 and 10.00 respectively) as compared to normal group of 
subjects (mean-94.39 and 9.33 respectively) scored higher on self efficacy and 
competitive firamework one of the dimension of family environment. 
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Table 4.17 
Summery of the comparison between Mild and Moderate Depression on Self-
Efficacy and Dimensions of Family Environment Scale 
Variable 
Self-Efficacy 
Competitive Framework 
Cohesion 
Expression 
Independence 
Moral Orientation 
Organization 
Recreational 
Orientation 
Level of 
Depression 
Mild 
Moderate 
Mild 
Moderate 
Mild 
Moderate 
Mild 
Moderate 
Mild 
Moderate 
Mild 
Moderate 
Mild 
Moderate 
Mild 
Moderate 
N 
81 
54 
81 
54 
81 
54 
81 
54 
81 
54 
81 
54 
81 
54 
81 
54 
Mean 
91.60 
91.52 
8.96 
9.24 
8.56 
8.78 
8.40 
7.57 
8.16 
7.81 
9.98 
9.30 
8.11 
8.67 
6.78 
6.35 
SD 
12.099 
9.958 
1.624 
1.883 
2.345 
1.766 
2.914 
2.668 
1.907 
2.001 
2.505 
2.752 
2.775 
2.426 
1.884 
1.915 
t-value 
.044 
.913 
.593 
1.658 
1.012 
1.483 
1.197 
1.278 
**Indicate significant at .01 
* Indicate significant at .05 
Table shows that there was not any significant difference found on self-
efficacy and different dimension of family environment between mild and 
moderate level of group of subjects. 
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Table 4.18 
Summery of the comparison between Mild and Severe Depression on 
Efficacy and Dimensions of Family Environment Scale 
Self-
Variables 
Self-Efficacy 
Competitive Framework 
Cohesion 
Expression 
Independence 
Moral Orientation 
Organization 
Recreational 
Orientation 
Level of 
Depression 
Mild 
Severe 
Mild 
Severe 
Mild 
Severe 
Mild 
Severe 
Mild 
Severe 
Mild 
Severe 
Mild 
Severe 
Mild 
Severe 
N 
81 
23 
81 
23 
81 
23 
81 
23 
81 
23 
81 
23 
81 
23 
81 
23 
Mean 
91.60 
97.30 
8.96 
10.00 
8.56 
8.78 
8.40 
7.74 
8.16 
7.96 
9.98 
9.17 
8.11 
8.65 
6.78 
7.30 
SD 
12.099 
14.695 
1.624 
1.477 
2.345 
2.235 
2.914 
2.767 
1.907 
2.602 
2.505 
2.516 
2.775 
3.099 
1.884 
2.548 
t-value 
1.899* 
2.755** 
.414 
.963 
.416 
1.353 
.804 
1.089 
**Indicate significant at .01 
* Indicate significant at .05 
Table shows there was significant difference between mild and severe level 
of depressive group of subjects on self-efficacy and one out of seven dimension of 
family environment that is competitive fi-amework. Severe level of depressive 
group of subjects (mean=97.30 and 10.00 respectively) as compared to mild level 
of depressive group of subjects (mean=91.60 and 8.96 respectively) scored higher 
on self-efficacy and competitive fi-amework dimension of family environment. 
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Table 4.19 
Summery of the comparison between Moderate and Severe Depression on 
Self-Efficacy and Dimensions of Family Environment Scale 
Variables 
Self-EfFicacy 
Competitive Framework 
Cohesion 
Expression 
Independence 
Moral Orientation 
Organization 
Recreational Orientation 
** Indicate significant at .0 
Level of 
Depression 
Moderate 
Severe 
Moderate 
Severe 
Moderate 
Severe 
Moderate 
Severe 
Moderate 
Severe 
Moderate 
Severe 
Moderate 
Severe 
Moderate 
Severe 
N 
81 
23 
81 
23 
81 
23 
81 
23 
81 
23 
81 
23 
81 
23 
81 
23 
Mean 
91.52 
97.30 
9.24 
10.00 
8.78 
8.78 
7.57 
7.74 
7.81 
7.96 
9.30 
9.17 
8.67 
8.65 
6.35 
7.30 
SD 
9.958 
14.695 
1.883 
1.477 
1.766 
2.235 
2.668 
2.767 
2.001 
2.602 
2.752 
2.516 
2.425 
3.099 
1.915 
2.548 
t-value 
2.012* 
1.719* 
.010 
.246 
.259 
.183 
.022 
1.804 
* Indicate significant at .05 
Table shows there was significant difference between moderate and severe 
level of depressive group of subjects on self-efiicacy and one out of seven 
dimension of family environment that is competitive framework. Severe level of 
depressive group of subjects (mean=97.30 and 10.00 respectively) as compared to 
moderate level of depressive group of subjects (mean=91.52 and 9.24 respectively) 
scored higher on self-efficacy and competitive framework dimension of family 
environment. 
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Discussion 
relationship to depression. When family members are supportive and each member 
have strong feeling of togetherness, and places high emphasis on values, then it 
creates healthy effect on children. The higher score on competitive framework 
further shows the involvement of family members to achievement orientation or 
competitive activities (such as school, work etc.) also promotes satisfaction and 
positive affect in children. Most of the studies also examined the effect of family 
environment on depression. Cole and McPherson (1993) found that effect of 
marital conflict and cohesion on adolescent depression were entirely mediated by 
the parent- adolescent relationship. Buboltz, Johnson and Woller (2003) reported 
that five family dimensions (i.e., cohesion, conflict, moral religious emphasis, 
independence and achievement orientation) significantly predict psychological 
reactance. Mason, Schmidt, Arahan, Walker and Tercyak (2009) reported that the 
results of a forward linear regression modeling indicate that social envirormient 
components were associated with a significant proportion of the variance in 
adolescent depression. Lau, kwok, lai-Kaun were found that analysis showed that 
family relationship was most predictive of various aspects. 
These findings are fiirther collaborated when we analyze the relationship 
between dimension of family environment and depression through Pearson product 
moment correlation (Table 6). Table indicate that some of the dimension of family 
environment are negatively and significant correlated with depression. 
However, in this study the relationship between depression and self-
efficacy was not observed in the whole sample as well as in male and female 
groups. The plausible explanation for self-efficacy is not emerge a significant 
predictor for depression is perhaps because the mean depression score of the whole 
sample as well as of male and female group was low indicating mild level of 
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CHAPTER 5 
5.1 DISCUSSION 
The result of the study indicates that dimension of family environment like 
moral orientation, independence and competitive framework extends significant 
effect on depression in the whole sample but self-efficacy was not found to be 
significant predictor for depression. 
One of the objective in our study is to know the relationship of depression 
with dimension of family environment and self-efficacy in male and female 
groups. 
In male and female group regression analysis was computed to estimate the 
extent of variance in depression with the dimensions of family envirormient scores 
and self-efficacy score. The most significant predictor of depression ui male group 
was moral orientation while in female group moral orientation as well as 
independence dimension of family environment were found significant predictor 
for depression and rest of the dimension were found to be ineffective in predicting 
depression to a noticeable extent. These results specified that both male and female 
scored higher on moral orientation suggesting their perception of high ethical and 
moral values protects them Irom threatening external environment that contribute 
depression as well. Although male scored slightly higher on independence 
dimension of family environment but among female adolescents independence is a 
significant predictor for depression which indicate that female adolescents' 
perception of independence makes them assertive, self-sufficient and allow to 
make their own decision themselves. These parenting skills fosters a healthy 
identity development that also lead to lower level of depression. The result of the 
above study also demonstrated the perception of cohesive fi-amework and its 
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depression and that adolescents were not severely depressed. However, additional 
findings indicates that adolescents of different levels of depressive group 
significantly varied on self-efficacy and dimensions of family environment, 
showing high and moderate depressive group scored significantly low on all the 
dimension of family environment and on self-efficacy factor as compared to mild 
and normal groups. The normal and mild depressive group perceived their family 
environment as more organized, cohesive, responsive and supportive and thus 
boosted their self-efficacy that may helped them to cope with potential difficulties. 
Further, self-efficacy is positively and negatively correlated by and large with all 
the dimension of family environment suggesting that self-efficacy was indirectly 
related to depression through healthy and effective family environment. That is, 
healthy family environment mediated the relationship of self-efficacy to 
depression. 
Another research objective was to know the impact of professional group 
and non-professional group on depression in relation to family envirormient and 
self-efficacy. The analysis of prediction of depression by dimension of family 
environment in professional and non-professional groups shows that moral 
orientation (11%) was significant predictor for depression in both the groups, but 
cohesion and recreational orientation (4% and 5% respectively) were significant 
predictor for depression in professional while independence of family environment 
(2%) was a significant predictor for depression in the non-professional group. 
These findings can be explain in the light of studies conducted by Brage and 
Meredith (1994) examined family sti-ength, parent-adolescent communication, self-
esteem, loneliness, age, and gender interrelate influences depression in adolescents. 
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Again self-efficacy was not found significant predictor for depression in both 
professional and non-professional group. 
Independent t-test was computed to analyze the significant difference 
among different level of depressive group. Result shows that depression was 
significantly high for the subject who perceive their family environment unhealthy 
and pathological. Adolescents in the mild, moderate and severe group scored 
significantly less on competitive framework, cohesion, expression, independence, 
moral orientation, organization, and recreational orientation as compared to normal 
subjects. Moreover, competitive fi-amework is one of the dimension on which the 
difference between mild and severe, moderate and severe depressive groups was 
most differentiating. The moderate and severe depressive subjects scored higher on 
this dimension as compare to normal and mild group which means that for 
moderate and severe depressive groups, the family members perceived as more 
competitive and achievement oriented thus leads to higher level of depression. 
Self-efficacy also varied in different depressive groups. Result shows that there 
was a significant difference in self-efficacy among different levels of depressive 
groups. Mean scores of mild, moderate and severe group significantly different 
vdth normal groups. Thus, these findings further suggest that self-efficacy in 
addition to family envkonment play an important role in depression. The high 
score on self-efficacy in normal subjects shows how it reduces the negative 
affective state and helps in problem solving and managing conflicts. 
5.2 CONCLUSION 
The result of the present study by and large supported the hypothesis that 
all dimension of family environment predicted to depression. Most of the 
dimension of family environment were found negatively and significantly 
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correlated with depression. Self-efficacy was not found significant predictor for 
depression, however when we examine different level of depressive group namely 
normal, mild, moderate and severe groups then these group varied significantly on 
self-efficacy. Thus findings suggest that self-efficacy was indirectly related to 
depression through perceiving healthy and effective family environment. With 
regard to dimension of family environment in male group, moral orientation 
contributed significantly to depression while in female group moral orientation and 
independence contributed significantly to depression. Again in professional group, 
moral orientation, cohesion and recreational orientation emerges significant 
predictor for depression and in non-professional group moral orientation and 
independence were found significant predictor. It was also observed that 
competitive fi-amework, of family environment was one of the important 
dimension on which the difference between mild and severe, moderate and severe 
depressive group was most differentiatmg and this factor along with moral 
orientation of family environment significantly contributed in depression 
5.3 IMPLICATIONS, LIMITATIONS AND SUGGESTIONS 
The present study has important theoretical and practical implication. The 
theoretical basis of this study provides an integrative model of health, family 
environment and self-efficacy and examine its relationship with depression. 
Finding showed healthy and effective family environment mediated tiie 
relationship of self-efficacy to depression. From practical perspective the 
implication of the finding suggests that family strength boosted the positive 
psychological functioning, and self-efficacy also reduces depression level. Another 
important implication of the finding is that since moral orientation and competitive 
fi-amework emerges as significantly important predictor for depression, the family 
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members are supposed to make a balance between competitive and achievement 
oriented demands and expecting moral, ethical and religious values. A moderate 
level of expectation from the family, develop healthy psychological functioning in 
adolescents. Thus the finding of the study has important implications for the 
counselor as well as for parents. 
However, this study also has one limitation. A mild level of depression 
score obtained by sample of adolescent suggests that this sample was not seriously 
depressed and thus is not a valid measure for determining its relationship with self-
efficacy scores. Perhaps it is due to this limitation that in the present study, self-
efficacy could not emerge as significant predictor for depression. Hence, a further 
study needed to determine the generalizability of results to other population of 
depressed adolescent. 
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APPSNPlCeS 
BECK DEPRESSION INVENTORY 
Instructions: 
This questionnaire consists of 21 groups of statements. Please read each group 
of statements carefully, and then pick out the one statement in each group that best 
describes the way you have been feeling during the past two weeks, including today. 
Circle the number beside the statement you have picked. It several statements in the 
group seem to apply equally well, circle the highest number for that group. Be sure 
that you do not choose more than one statement for any group, including Item 16 
(Changes in Sleeping Pattern) or Item 18 (Changes in Appetite). 
1. Sadness 
0 I do not feel sad. 
1 I feel sad much of the time. 
2 I am sad all the time 
3 I am so sad or unhappy that I can't stand it. 
2. Pessimism 
0 1 am not discouraged about my future. 
1 I feel more discouraged about my future that I used to be. 
2 I do not expect things to work out for me. 
3 1 feel my future is hopeless and will only get worse. 
3. Past Failure 
0 I do not feel like a failure. 
1 I have failed more than I should have. 
2 As I look back, I see a lot of failures. 
3 I feel I am a total failure as a person. 
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4. Loss of Pleasure 
0 I get as much pleasure as I ever did from the things I enjoy. 
1 I don't enjoy things as much as I used to. 
2 I get very Httle pleasure from the things I used to enjoy. 
3 I can't get any pleasure from the things I used to enjoy. 
5. Guilty Feelings 
0 I don't feel particularly guilty. 
1 I feel guilty over many thins I have done or should have done. 
2 I feel quite guilty most of the time. 
3 I feel guilty all of the time. 
6. Punishment Feelings 
0 I don't feel I am being punished. 
1 I feel I may be punished. 
2 I expect to be punished. 
3 I feel I am being punished. 
7. Self-Dislike 
0 I feel the same about myself as ever. 
1 I have lost confidence in myself 
2 I am disappointed in myself 
3 I dislike myself 
8. Self-Criticalness 
0 I don't criticize or blame myself more than usual. 
1 I am more critical of myself than I used to be. 
2 I criticize myself for all of my faults. 
3 I blame myself for everything bad that happens. 
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9. Suicidal Thoughts or Wishes 
0 I don't have any thoughts of killing myself. 
1 I have thoughts of killing myself, but I would not carry them out. 
2 I would like to kill myself 
3 I would kill myself if had the chance. 
10. Crying 
0 I don't cry anymore than I used to. 
1 I cry more than I used to. 
2 I cry over little thing. 
3 I feel like crying but I can't. 
11. Agitation 
0 I am no more restless or wound up than usual. 
1 I feel more restless or wound up than usual. 
2 I am so restless or agitated that it's hard to stay still. 
3 I am so restless or agitated that I have to keep moving or doing something. 
12. Loss of Interest 
0 I have not lost interest in other people or activities. 
1 I am less interested in other people or things than before. 
2 I have lost most my interest in other people or things. 
3 It's hard to get interested anything. 
13. Indecisiveness 
0 I make decision about as well as ever. 
1 I find it more difficult to make decisions than usual. 
2 I have much greater difficulty in making decisions than I used to. 
3 I have trouble making any decisions. 
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14. Worthlessness 
0 I do not feel am worthless. 
1 I don't consider myself as worth with and useful as I used to. 
2 I feel more worthless as compared to other people. 
3 I fell utterly worthless. 
15. Loss of Energy 
0 I have as much energy as ever. 
1 I have less energy than I used to have. 
2 I don't have enough energy to do very much. 
3 I don't have enough energy to do anything. 
16. Changes in Sleeping Patten 
0 I have not experienced any change in my sleeping pattern. 
la I sleep some what more than usual. 
lb I sleep some what less than usual. 
2a I sleep a lot more than usual. 
2b I sleep a lot less than usual. 
3a I sleep most of the day. 
3b I wake up 1 -2 hours early and can't get back to sleep. 
17. Irritability 
0 I am no more irritable than usual. 
1 I am more irritable than usual. 
2 I am much more irritable than usual. 
3 I am irritable all the time. 
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18. Changes in Appetite 
0 I have not experienced any change in my appetite. 
la My appetite is some what less that usual. 
lb My appetite is some what greater than usual. 
2a My appetite is much less than before. 
2b My appetite is much greater than usual. 
3a I have no appetite at all. 
3b I crave food all the time. 
19. Concentration Difficulty 
0 1 can concentrate as well as ever. 
1 I can't concentrate as well as usual. 
2 It's hard to keep my mind on anything for very long. 
3 I find I can't concentrate on anything. 
20. Tiredness or Fatigue 
0 I am no more tired or fatigued that usual. 
1 I get more tired or fatigued more easily than usual. 
2 I am too tired or fatigued to do a lot of the things I used to do. 
3 I am too tired or fatigued to do most of the things I used to do. 
21. Less of Interest in Sex 
0 I have not noticed any recent change in my interest in sex. 
1 I am less interested in sex than I used to be. 
2 I am much less interested in zed now. 
3 I have lost interest in sex completely. 
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INSTRUCTIONS 
In this booklet there are some statements about families. You are to decide which of these 
statements are true for your family and which are false. There are no "right" or "v/rong" answers, 
all you have to do is answer what is true for your family. 
Two sample statements are given below which you will answer for practice, to see that you 
understand what you have to do. There are two possible answers to each statement. You should 
answer either "Yes" or "No", (or "true" or "false"), by marking a (X) mark in the appropriate box 
in the answer sheet. Now answer the two practice state.ments given below: 
EXAMPLES: 
1. My family members love each other. a) true 
b) faisp 
2 . Getting rich and famous is very important in our family. a) yes 
b) no 
Please note that you should make all your marks on the separate answer sheets. If you think the 
statement is 'true' or 'mostly true' for your family members, make an (X) mark in the box labeled 
'a'. If you think the statement is 'false' or 'mosHy false' for your family members, make an (X) mark 
in the box labeled 'b'. 
You may feel that some of the statements are true for some of the family members and false for 
others. Mark 'true' or 'yes' if the statement is true for most of the family members. Mark 'false' or 
'no' if the statement is false for most of the family members. If the family members are evenly 
divided, decide what is the stronger overall impression and answer accordingly. 
Remember, we would like to know what your family seems like to you. So do not try to figure out 
how other members see your family, but give us your general impression of your family for each 
statement. 
As you ansvyer these statements, keep these three points in mind: 
1. Give only answers that are true for you. It is best to say what you really think. 
2. You may have as much time as you need, but try to go fairly fast. It's best to give the first answer 
that comes to you and not spend too much time on any one statement. 
3. Answer every item one way or the other. Don't skip any item. 
Ask now if something is not clear. 
Copyright © 1997, by M/s PSY-COM SERVICES, B-4, 80/2, Safdarjung Enclave, New Oelhl-110029 (India), 
a 610 6433. Fax; 617 5191. 
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1. IF» my family we feel it is important to be the best at whatever you do. a) true 
b) false 
2 . Getting ahead in life is very important in our family. a) yes 
b) no 
3. My family members rarely ever become angry in front of others. a) true, they don't 
b) false, they do 
4. In my family we really help and support one another in everything we do. a) yes, we do 
b) no, we don't 
5. In my family everyone has an equal say in family dec'sions a) yes 
b) no 
6. My family members often keep their feelings to themselves. a) yes 
b) no 
7. We don't do things on our own in our family. a) true, we don't 
b) false, we do 
8. In our family, v;e are strongly encouraged to be independent. a) yes 
b) no 
9. My family members visit religious places often. a) yes, often 
b) no, rarely 
10. We don't say prayers regularly in our family a) yes, we don't 
b) no, we do 
11. There is a strong emphasis on following rules in our family a) yes 
b) no, not really 
12. Activities in our family are pretty carefully planned. a) yes 
b) no 
13. At home our main form of entertainment is watching T.V. or listening to a) yes 
the radio. ^) no 
14. My family members spend most of the weekends and evenings at home, a) yes 
b) no 
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15, How much money a person makes is not very important in our family. a) true, it's not 
b) false, H is 
16. iVly family believes in competition and "may the best man win." a) yes, always 
b) no, never 
17. Someone usually gets upset if you complain in our family. a) i^s 
b) no 
18. There is a strong feeling of togetherness in our family. a) yes 
b) no 
19. At home we are free to say anything we want to. a) yes, we are free 
b) no, we are not 
20. Feelings of disagreement or disapproval can be frankly expressed a) yes 
in our family. b) no 
21. We usually think things out for ourselves in our family. a) yes 
b) no 
22. We can come and go as we want to in our family. a) true 
b) false 
23. We often have talk about the religion in our family. a) yes, often 
b) no, rarely 
24. In our family we don't believe in heaven or hell. a) yes, we don't 
b) no, we do 
25. We are generally very neat and orderly. aj yes 
b) no 
26. It's often hard to find things when you need them in our household. a) yes, very hard 
b) no, it's not 
27. We often go to movies, sports events, camping etc. a) yes, often 
b) no, rarely 
28. Friends often come over for dinner or to visit our home. a) yes, often 
b) no, rarely 
no 
29. My family members always strive to do things just a little better the a) true 
next time. b) false 
30. Membersof my family rarely worry about job promotions, school a) true, they don't 
grades, etc. b) false, they do 
31. There is plenty of time and attention for everyone in our family. a) yes 
b) no 
32. There is hardly any group spirit in our family. a) yes, hardly 
b) no, a lot 
33. We tell each other about our personal problems without any hesitation. a) yes 
b) no 
34. Money, paying bills and other important matters are openly talked a) yes 
about in our family, b) no 
35. There is little or no privacy :n our family. a) true 
b) false 
36. My family members almost always rely on themselves when a problem a) yes, alv/ays 
comes up. b) no, never 
37. My family members have strict ideas about what is right and wrong. a) yes 
b) no 
38. In our family we believe there are some things you just have to take a) true 
on faith b) false 
39. Being on lime is very important in our family. a) yes 
b) no 
40. Each individual's duties are clearly defined in our family, a) yes 
b) no 
41. Everyone in our family has a hobby or two. a) true 
b) false 
42. We often seem to be killing time at home. a) yes, often 
b) no, rarely 
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43. In our family, we generally don't try very hard to succeed. a) true, we don't 
b) false, we do 
44. "Work before play" is the rule in our family. a) yes 
b) no 
45. We really get along well with each other in our family. a) yes, we do 
b) no, we don't 
46. We fight a lot in our family. a) yes 
b) no 
47. At home we are usually very careful about what we say to each other. a) yes 
b) no 
48. There are lot of spontaneous discussions in our family. a) yes 
b) no 
4S. Members of my family strongly encourage each other to stand up for a) true 
their rights, b) false 
50. We are not really encouraged to speak up for ourselves in our family. a) yes, we are not 
b) no, v/eare 
51. In my family each individual has different ideas about what is right a) yes 
and wrong morally. b) no 
52. The religious books are very important in our home. a) yes, very important 
b) no, not really 
53, Money is not handled very carefully in our family. a) yes, it's not 
b) no, it is 
54. Dishes are usually done immediately after eating. a) yes, immediately 
b) no, rarely 
55. We often talk about general political and social problems at home. a) yes, often 
b) no, rarely 
56. We rarely go out to see plays or concerts. a) yes, rarely 
b) no, often 
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57. ID 0U( ^aml'^ we are often compared with others as to how well they are a) true 
doing at work or at school. fa) false 
58. We normally put a lot of effort and energy into what we do. a) yes 
b) no 
59. Family members really back up each other in a moment of crisis, a) yes 
b) no 
60. Family members often criticize each other. a) yes, they do 
b) no, they don't 
61. In our family, we believe you don't ever get anywhere by raising your a) true 
voice. b) false 
62. In my family it's hard to be by yourself without hurting someone's a) yes 
feelings. b) no 
63. in our family members are rarely ordered around. a) yes, they are not 
b) no, they are 
64. We can do whatever we want to in our family. a) yes, we can 
b) no, we can't 
65. My family members believe that if you sin you will be punished. a) true 
b) false 
66. In our family we are encouraged to be honest than to be practical in life. a) yes 
b) no 
67. People change their minds very often in our family. a) yes, very often 
b) no, rarely 
68. Rules are pretty flexible in our household, a) yes, they are flexible 
b) no, they are strict 
69. We are not really interested in cultural activities. a) yes, we are not 
b) no, we are 
70, We rarely have intellectual discussions. a) yes, rarely 
b) no, often 
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71. 
In our family we always try to be best in whatever we do. a) yes 
b) no 
72. We rarely volunteer when something has to be done at home. a) true 
b) false 
73. My family members hardly ever lose their temper openly. a) true 
b) false 
74, If there's a disagreement in our family, we try hard to smooth things a) yes, always 
over and rr^aintain peace. b) no, never 
75. Everyone is given equal importance in family decisions. a) yes 
b) no 
76. At home we feel free to convey our disagreement or disapproval to a) yes 
other family members. b) no 
77 In our family we don't do things on our own. a) true, we don't 
b) false, we do 
76. There is one family member who makes most of the decisions. a) tme 
b) false 
79. Members of my family visit religious places fairly often. a) yes, often 
b) no, rarely 
80. inmyfamily good manners and respect for law is more important a) yes 
than money bj no 
81. There are set Vv^ays of doing things at home. a) yes, there are 
b) no, not really 
82. At home everyone takes care of their own things like clothes, shoes etc. a) yes, they take care 
b) no, they don't 
83. Watching T.V. or listening to radio is a favourite pass time in our family. a) yes 
b) no 
84. My family members often go to the library. a) yes, often 
b) no, rarely 
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85. My family members do not give too much importance to money. a) true, they don't 
b) false, they do 
86. Learning about new and different things is very important in our family. a) true, it is Important 
b) false, it's not 
87. it's hard to "blow off steam" at home without upsetting somebody. a) yes, it's hard 
b) no, it's not 
88. Members of my family get so angry that they throw things at each other, a) yes, often 
b) no, never 
89, We can talk about anything we want to in our family. a) yes, we can 
b) no. we can't 
90. If there is difference of opinion in our family, we are given opportunity a) yes, always 
to explain our point of vievy b) no, never 
91. We normally sort out things for ourselves in our family. a) true 
b) false 
92. Ifv/e feel like doing something on the npur of the moment v.'e often a) yes 
just pick up and go. b) no 
93, In our family, topic of religion is talked about with great interest. a) yes 
b) no 
94. My fa.Tiily members are very strict about lying or cheating. a) yes, they are strict 
b) no, they are not 
95. All my family members keep their rooms nest and clean a) yes, they do 
b) no, they don't 
95. In our family we discuss frequently how to organise our daily chorus. a) yes, frequently 
b) no, rarely 
97. We like go out and have fun on holidays/weekends. a) yes, we like that 
b) no, we don't 
98, My family members really like music, art and literature. a) yes, really 
b) no, not at all 
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PERSONAL EFFICACY SCALE 
Instructions: 
1 request you to go through each statement oftiie questionnaire carefully and you 
are required to give your response on a 5-point rating scale, ranging from strongly agree 
to strongly disagree in the manner as stated below: 
• Give ' 5' point if you feel strongly agree 
• Give ' 4'point if you feci agree 
• Give ' 3 ' point if you feel undecided 
• Give' 2' point if you feel disagree 
• Give ' r point if you feel strongly disagree 
1. I do the most risky work. 
2. I fix the more difficult goal in my work. 
3. I like to persist in any work for a long time. 
4. I always involve myself in the work. 
5. I get success in my work due to my own abilities. 
6. I fail due to lack of my efforts. 
7. Others expect that I will be successful. 
8. I accept that I am responsible for my failure. 
9. I accept that lack of self-confidence is (he cause of my failure. 
10. I accept that lack of expectation and aspiration is th:: cause of 
my failure. 
11. I have the capability to perform my job properly. 
12. I have the abilif)' to do my »vork without supervision. 
13. I have the ability to do the different kinds of job. 
14. I do not depend on others for my own \\ork. 
15. I Inivc the ahilitv id pinii ni> work in proper way. 
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16. 
17. 
18. 
19. 
20. 
21. 
22. 
23. 
24. 
25. 
26. 
27. 
28. 
I have the ability to initiate any new work. 
I do not feel burdened in niy work. 
I like to do extra work. 
Usually my work is not completed. 
I feci boredom in my work. 
Generally my speed of work is fast. 
Lack of money is the cause of my failure. 
Physical fatigue reduces my working capacitj'. 
Social cooperation helps me Jn getting success. 
( ) 
( ) 
( ) 
( ) 
when I do not get salary in matching to my ability then my work ( 
is affected. 
I succeed when 1 get opportunity to success efficiently. ( ) 
Monotony and lack of freedom are responsible for my failure in ( ) 
the work. 
Knowledge about the instruments and rules of the company helps ( ) 
in getting success. 
Name : 
Age : 
Sex : , , 
Class : 
Religion: 
Fathers Academic Qualification:-
Mother's Academic Qualification: 
Father's Occupation :. 
Mother's Occupation: 
Father's Salary : 
Mother's Salary 
Hostler/Dav scholar 
118 
